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Performance 
Improvement 

performance lmprovement (PI), a 
process pioneered in industry, i s  now 
helping to strengthen reprodu'ctive health 
organizations. PI focuses on meeting the 
needs of service ~roviders and other 
staff members. when programs enable 
and inspire staff to do their best, the 
quality of care improves. 
People need the right knowledge and skills to do a good job, 
but they also need to know what is expected of them and 
whether they are meeting expectations. They need to have good 
working conditions, strong support from their organization, and 
incentives to perform well. 

When people do not perform well, there usually are a number 
of reasons. The PI approach can help organizations identify 
and address them all. Performance lmprovement is useful in 
resource-poor settings because it focuses attention on often- 
neglected causes of performance problems, such as unclear 
expectations or infrequent feedback, that need not be costly to 
correct. Performance lmprovement i s  used primarily to solve 
problems, but it can also help to set up a new job or help staff 
members take on new tasks or adjust to new standards. 

Systematic Process 
Reproductive health care organizations apply Performance 
lmprovement in a process that is carried out by stakeholders- 
the staff members, clients, managers, and others who are affect- 
ed by a performance problem or are interested in solving it. In 
turn, stakeholders usually need help from facilitators-staff 
members or consultants who have training or experience with 



Performance Improvement. The PI process is  comprehensive, 
beginning with research and ending with evaluation of solutions: 

1. Consider the institutional context of the performance problem 
and foster agreement on the objectives of the PI process. 

2. Define desired performance. 
3. Describe actual performance. 
4. Measure or describe the performance gap. 
5. Find the root causes of the performance gap and link them to 

performance factors, such as incentives or knowledge and skills. 
6. Select interventions that address the root causes. 
7. Implement interventions. 
8. Monitor and evaluate performance. 
Performance lmprovement encourages use of evidence-based 
"best practices." In place of trial and error, it offers a systematic 
approach. Instead of guessing or jumping to conclusions about 
the reasons for poor performance, managers can use analytical 
techniques. For the tendency to use familiar solutions, the PI 
process substitutes closely reasoned links between root causes, 
performance factors, and solutions. 

Growing Experience 
Beginning with a pilot project in 1998, reproductive health 
organizations have used the PI process to: 

Respond to demands by clients for improved reproductive 
health services (Dominican Republic); 
Learn why providers are not following guidelines for infection 
prevention despite their training (Ghana); 
Perform national needs assessments for reproductive health care, 
examine organizational performance problems, and decide on 
priorities (Armenia, Burkina Faso, Nigeria, and Tanzania); 
Establish standards of care and help clinics meet the standards 
for licensing or accreditation (Guatemala and Honduras); 
Help decentralize health services (Tanzania); 
Identify barriers faced by community midwives (Yemen); and 
Design incentives for private providers to counsel clients bet- 
ter about family planning and to provide services (India). 

Performance lmprovement is inclusive. It empowers and encour- 
ages people to look beyond causes of job problems that they 
can do little or nothing about and to take into their own hands 
the task of improving services. Staff members, supervisors, 
clients, and community members work together to assess needs 
and find solutions. When necessary, they can seek help from 
experts in communication, logistics, management, and training. 

Performance lmprovement promises to be a powerful addition to 
the quality improvement methods available to reproductive 
health programs. It can help solve performance problems with 
well-conceived solutions that lead to more productive and satis- 
fied workers providing better reproductive health care for more 
satisfied clients. 
Note to readers: This report serves two audiences. The first chapter i s  an overview for 
managers who will make the decision to use Performance lmprovement and need to 
know the fundamentals, costs, and expected results. The rest of the report details each 
step of the process, tools, and techniques for readers who may become PI facilitators. 
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O v e r v i e w  
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Most people feel that they could do their jobs better. They 
could work harder, produce better work at a faster pace, 
and make fewer mistakes. Training can help, but not always 
and not alone, because lack of knowledge and skills may 
not be the problem or the only problem. In health care, as 
in other fields, employees need support from their organi- 
zations in other areas besides knowledge and skills. For 
example, many people are unsure about what i s  expected 
of them, or they need adequate workspace, up-to-date 
equipment, or a reliable source of supplies. Some people 
need rewards for producing excellent work. 

Performance lmprovement (PI) i s  a process that helps 
organizations create the conditions for high employee pro- 
ductivity. Used in industry since the 1960s, Performance 
lmprovement i s  now being adapted in developing coun- 
tries by organizations that provide reproductive health care 
and general primary health care. In this introductory phase 
Performance lmprovement has shown promising results. It 
has helped to enhance quality of care, encourage collabo- 
ration among reproductive health organizations, and iden- 
tify priorities for program development. Practitioners con- 
tinue to test and refine the process, and reproductive health 
organizations are adapting the principles of Performance 
lmprovement to their specific needs. 

Performance lmprovement is helpful in resource-poor set- 
tings because it offers low-cost solutions to performance 
problems. Several factors typically neglected by organiza- 
tions need not be expensive to correct, for example, pro- 
viding staff members with clear expectations and frequent 
assessments of their performance. 

The PI process expands the choices of reproductive health 
or~anizations seeking to improve services (see Population 
~e-ports, Family planning ' Programs: 
lrnproving ~ u ~ l i t y ,  ~erie; J, NO. 47, 
November 1998). Other approaches 
include Operations Research (OR), 
which has been used in reproductive 
health since the 1970s, and initiatives 
introduced in the 1980s and 1990s 
such as Quality lmprovement and 
COPE (Client-Oriented, Provider- 
Efficient). These approaches vary 
somewhat in theory and in the tools 
they use to analyze performance. All, 
however, offer the important benefit of 
a systematic process for investigating 
the causes of problems and finding 
solutions. 

The PI Process 
Performance lmprovement encourages 
an understanding of the organization 
as a system of interdependent func- 
tions and people. The system responds 
to influences from the environment- 
particularly the needs of its clients- 
and turns resources into products or 
services. In a well-run organization 
there is alignment of structure, goals, 
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and strategies with the processes through which work gets 
done and the performance of staff members (142). 

The focus on job performance i s  essential. Performance is 
not behavior or knowledge but rather the results of behav- 
ior and knowledge. In most cases performance can be 
measured (48). 

Performance problems usually indicate weaknesses in the 
support that organizations provide to their staff members, 
rather than problems with staff members themselves (48, 
142). Performance lmprovement guides organizations in 
viewing problems systemically and addressing all the areas 
that enhance performance. 

Performance lmprovement i s  inclusive. Everyone partici- 
pates who is  affected by the performance problem or has 
an interest in solving it. These participants are called stake- 
holders, and chief among them are the staff members them- 
selves and the clients they serve. Other stakeholders often 
include top managers of the organization, supervisors of 
the staff members, community representatives, government 
officials, and donors. Stakeholders usually need help from 
facilitators, people who have had training or experience 
with Performance Improvement. 

In reproductive health care PI facilitators use a step-by-step 
process (see Figure 1, next page). Performance lmprovement 
has a variety of benefits (see box, p. 5). Many organiza- 
tional problems have causes that would not be uncovered 
without the systematic and comprehensive thinking en- 
couraged by the PI process. The step-by-step process of 
Performance lmprovement helps stakeholders to organize 
and analyze information before deciding what to do. It dis- 
courages guessing about the causes of performance problems 
or choosing solutions prematurely. Without such a process, 
managers may unfairly blame staff members for perform- 
ance problems, suggest an ineffective solution, or suggest 
one solution when several are necessary (4, 63, 101, 141 ). 

Ghana's Ministry of  Health is using the PI approach to strengthen organizational support 
for supervision. Here regional health care staff meet to discuss desired performance. 



Figure 1 .  The Performance 1 1  
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Source: Performance Improvement Consultative Group, 2001 ( 1  24) Population Reports 

1. Consider the lostitutioaal context of the perform- 
ance problem and get stakeholder agreement, 
Facilitatorscxaminc the mission, goals, strategies. and cub 
ture of the organization, and the perspectives af clients and 

' 
communities. They foster and maintain stakeholder agree- 

k '  mcm an the objective of the PI process and the plans for 
addrerising the performance problem. 

2. Define h i r e d  performanee In measurable terms 
If pmsible+ Desired performance takes into account inte- 
national or national standards and the perspective of slake- 
holders. The description of desired pcrfonnancc creates i 
manageable W a f  objectives for the process. 

edge or skills (see box, p. 8). Rquoductive heah  organi- 
zations have identified weaknesses in all the performance 
Factors, but most often in knowledge and skills, expecta- 
tions, and supplies and equipment (128). Linking the root 
causes of perfwmanoe gaps to specific factors helps stake 
holders generate solutions that address the root causes. 

6. Select interveations Stakeholders generate ideas for 
solutions that address the root causes of performance gaps 
and the related performance factors. These sollutions can 
be drawfi from reviews of best practices. Then stakehold- 
ets rank md selbct these interventions according to cost, 
be~lefit. or 0th criteria. 

3, Describe actual perfarmanre, The description d 
actual performance is k s e d  an observations and inter- 
views of staffmcmbcrs and clients and on reviews of clin- 
ic records and ether documents. 

4. Measure or describe 4he pertbrmance gap. The dIf- 
ference between desired and actual performance is the pa 
fmance  gap. 

5. Fiad the root causes of t h e p p r f i r m e ~ t  gap. Stake- 
holders discw the reasons tor the gap and Identie tha 
most basic reasons, or root causes. Most root causes can be 
linked to factors that help people do their work: job t-c- 
tations; performance feedback (including formal perfom- 
ance appraisals, comments from supervisors, ooworkers, 
or clients, s r  self-assessmenb); warkspaw, supplies, or 
equipment; incentives; ~rganizatlonal support; end knowl- 

7. lmplement intervention& The staff members or (con- 
sultants who carry out the solutions need g o d  pmjl t  
management skills-planning, scheduling, budgeting, hi&' 
kg, supervising, and reporting (49, 159). 

8. Monitor aad evaluate performsnce. Staff mernbm 
br canrtlltants keep the solutions on track and guide the 
oQanlza&al changes required to support and sustain the 
sdutims, usuaily with the help of  top management. To 
crvalwate perfmmance, they observe actual performance 
again and rsmtssprc the performance gap to see the effect 
af the sahtbnr 

The PI p m s  can be used in cycles. The performance ob- 
scwd and evaluated st the end of the first cycle k a m e s  the 
actual performance of the next cycle. 

I 
I 
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Applying the PI Process 
Since 1998 reproductive health care organizations in over 
a dozen countries have used Performance Improvement to 
address job-related problems involving service providers, 
supervisors, support staff, logistics staff, and trainers (see 
Table 1) (46, 79, 91, 130, 131, 135). The PI process helped 
these organizations: 

Respond to requests from clients for improved services 
-and particularly more considerate treatment-in the 
Dominican Republic. The Dominican Social Security 
Institute (IDSS) is one of the few organizations that has 
used the PI process from start to finish to improve repro- 
ductive health services (see box, p. 7). 
Find out why providers in Ghana were not following 
guidelines for infection prevention despite their training. 
Decentralize health services in Tanzania by strengthen- 
ing Zonal Training Centres. 
Explore why providers in Kenya, who were trained to 
oifer postabortion care, were not using their skills. 
Perform national needs assessments for reproductive 
health care, examine organizational performance prob- 
lems, and decide on priorities in Armenia, Burkina Faso 
(see box, p. lo), Nigeria, and Tanzania. 
Determine qualifications and organizational support for 
new community-based distributors in Burkina Faso. 
Improve preservice clinical training at schools of mid- 
wifery in Ghana. 
Identify barriers to provision of services by community 
midwives in Yemen. 
Design incentives for private practitioners in India to 
counsel clients about their needs for family planning 
and to provide services (see box, p. 15). 

F The PI process has also encouraged cooperating agencies 
of the US Agency for International Development (USAID) 
to collaborate in analyzing performance gaps and root 
causes and in generating and carrying out solutions in their 
areas of expertise, for example, communication, logistics, 
management, and training (46, 91, 120, 135, 136). 

Managing the PI Process 
Top-level managers are in a good position to initiate the PI 
process because they have a comprehensive view of the 
organization (1 43). If others initiate the process, however, 
top managers must at least endorse and support their 
efforts, and they should participate at key stages, such as 
defining desired performance. 

Managing changeand  especially the resistance that often 
accompanies change-is also a responsibility of manage- 
ment. Resistance may come from employees who fear that 
they wil l  have to do more work without receiving more 
pay. Managers need to communicate a strong vision of the 
organization and an urgency for change. In making the 
decision to use the PI process, top managers also need to 
consider the qualifications of facilitators, staff time 
required, and cost. 

Facilitating the PI process requires a thorough understand- 
ing of  the methodology and good project management 
skills. In general, facilitators need to communicate well, 

F build trust in the process, inspire people to participate, run 
meetings, negotiate, forge consensus, and mobilize staff 
and resources (1 29). They need to listen well and encourage 
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civil discussion of often contentious issues. Facilitators need 
tact to dissuade stakeholders from prematurely assigning 
causes of performance problems and selecting solutions. 
They also need tact to persuade managers to give up some 
authority and allow decisions to be made by stakeholders. 

One or two people can facilitate a small PI project, but a 
team may be required for larger projects. If possible, at least 
two people should facilitate the process so that they can 
compare insights and observations and share the work. The 

(Continued on page 8) 



I Table 1. Performance Improvement in Reproductive Health Care I 

Burkina Faso 114 Identify needs of community-based dis- Found performance hampered by lack of financial incen- 
Directorate of Family tributors in order to add reproductive lives, supplies, knowledge and skills, and supervision; rec- 
Health, Ministry of health services to their duties ommended work on incentives and supervision before 
Health: 1998 training to i n i ~ r o v e  knowledae and skills. 

Ghana 20 Encourage M O H  providers to follow Facilitated half-day meeting; participants found 7 areas 
Ministry of Health infection prevention guidelines that needed strengthening, ~nc lud~ng  supervision, tra~n- 
2000 ing of managers and adm~n~strators, and standardizing 

procurement of bleach. 
. b r a  4) ~rnprryq C I I ? ~  ~ 1 $ 9 t  ,smt.pl 1- Defined m8awrahle des~& pdttormance, msew%J?%E 
~ l n , ~ , d  ~ e i l t h  . 8~ Cot nuqlng,and midpdfy pre &I perfomencej adamlyzed root cases d perform- 
=I- mice c d h t h ~  a m  g w  wlei%ng-and implementing interventions. 

Kenya 164 Strengthen providers' postabortion care Conducting performance needs assessment; defined 
Faniily Planning Association (PAC) skills desired performance and performance indicators. 
of Kenya; 2001- 

far~prz~ua .mk WI morllbm' blkt:un pre- Assewing bclual pdormance. 

rn 
46 Issess public and NGO family planning F o ~ ~ n d  gaps in availability of services, supplies, clinic 

clinics and providers in 3 states; help cleanliness, counseling skills, infection prevention, and 
formulate strategy for strengthening record keeping. 
reproductive health services 

Seat@ Implove PAC services of pfwiders at hi Amlyred rwt uurw; s$ectina infewentar. 
hdlnky d,Heallh Bai@mk Mspild In Dakar 
zm- - 
Tanzaniai 135, Assess c m m u n i t y  puccptbns and en- Conducted perfornmncc Reeds assessment and made rec- 
Reproductive and Child 136 pectations of health care services; work onimendations regarding access, environment, and quali- 
Health Section, Ministry of with staff of Zonal Training Centres to ty of services; defined desired performance in eight areas 
Health decentralize training and improve quality to strengthen Zonal Training Centres. 
200 1 - of reproductive and child health services 

India 

on b d ~ . d r & ! s e y ~ ~ ~ p d  
Irdok., c l l k b  r d  t~mmut~&isE. - 

90 H e l ~  Indigenous Svstenis of Medic~ne Identified root causes of ~ractitioners' reluctance to offer - 

State Innovations in Family and'rura1iractitio"ers in  Uttar Pradesh family planning services despite training; recommended 
Planning Services Agency offer family planning services ways to address root causes, especially lack of financial 
(SIFPSA); 199" incentive to spend time counseling clients. 

Yeown 
Mi&rry.af Public .Hdth 
1 99'5 

Dominican Republic 
Dominican Social Security 
Institute (IDSS); 1998-1 999 

Guam& 
Ministry of Health 
.,PMQ- 

! h W e  %kik:Euried ~ t ? @ . o ~ ~ ; W f 9 m k s ! w n g l h e n i n g  
. A .knw. iwWhd.wM h .,nnlw ~ ~ m n ~ w l r o l . w l C d ~ r e c k d  %-.. - 

.', . .'. : . : am+ 

91, Strengthen reproductive health services Reduced performance gaps in counseling, knowledge 
120 offered by providers in IDSS facilities in of reproductive health services, and provision of 

2 provinces contraceptives. 

Honduras 38 Help M O H  to license 200 public and Found problems with most performance factors; generat- 
Ministry of Health private health facilities in  Olancho ed solutions and estimated costs and benefits; recom- 
200 1 - province mended strengthening supervision, organizational sup- 

port, and incentives. 

Populalion Reports 
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A PI Case Study: The Dominican Social Security 1 n s t i t u Y  
T)re Dominican Social Security Institu~e VIXS)  carried out a 
lilot project using Performance Improvement ifi 1998 and 
3P99 to respond tq elbnts' tequests for improved reproduc- 
tive health services. To describe the performance gaps, facili- 
tators interviewed health ca te r  directors, senice providers, 
md managen in the IDS$ and conducted focus-group discus- 
ions with clients. The hcllitator~, members of the PRIME 
mJcct, identified six performance gaps. A grwp of 26 stake- 
dders--providers, d b t o r s ;  regbnal suptrvisars,' and others 
-met to rank the gaps, analyze causes, and decfk what to do. 
me stakeholders decided that a gap in considerate treatment 
~f clients had highest priority. To quantifi the facilitators 
leveloped a questionnaire with 12 indicators of considerate 
reatment and carrikd out a baseline survey in which clients 
~nd observers rated providers. Clients found that providers 
lid not perform an average of 5 of the 12 indicatotr, and 
)bstrvers fonnd tha pr~viders bid not perform an average 04' 
I of the indlcobonr. 
nvestlgallng the mot causes, stakehatden decided that p v i b  
xs were n~ evaluated on their treatment of clients (through 
ob expectations and performance appraisals), were not re- 
warded for treatifik clients conddcrately (incentives), and did 
lot know how to treat clients considerately ((knowledg.6 and 
kills). Stakcholdcrs selected six pssBle ways to address the 
w t  causes and estimated cost-and-benefit ratios for each 
PI, 120). The sta&Mers' work can be summar td  In a 
Terformance Imprclvement speclflcatlon form (kc Figure 2). 

Closing the Gap 
To clarify expectations, a I O-member stakeholder c m i t k e  
-leveloped guidelines for considerate treatment. Using RRd- 
rigs ficun Eocus-group.discussions with client%, Lhe commit- 
ce identified Four components .of emsiderate CrcatmenC 
Friendliness, privacy and confidentiality, providing adequate 
nformation, and probIem-solving. 

hppmxhtely 50 pravidet~ nuitwed and apprwed the 
ylbclinu (911. The IDSS prodwad m poster ef the guide- 
ines to l n h n  both pmviders and clients about the new 

expsctatlons for ansiderete treatment. TRt guidelines were 
also used in a training curriculum and on a card for clients to 
comment OR their treatment by providers (55, 63,91). 

To encourage comments from clients, a cmuttant distributed 
suggestion b x e s  and rating cards ta each health facility and 
provided instruction in their use. Also, a letter to clients from 
the general director of the IDSS--placed next to the sugae9- 
tion boxes or handed to clients along with the rating cads- 
described the ktent to Improve treatment sf clients and invited 
clients ta comment (631, 

To improve pmviden' knowledge and skills, an instyctional 
deslgner and an expea in repruductivt health design4 a f ive 
day training-of-&aka workshop and a ZX-day workshap fm 
providero. 7% training strengrRenod expectations by showin6 
providers god and bad examples of counseling. Providers 
were asked lo assess their own kunseling in comparison, and 
they had an oppodunhy to practice counseling skMs (63). 

The performance gap decreased significantly in o m  province, 
San Cris&&al, where all ofthe solutions were carried out (set 
p. 24). Stakeholders thought that the training Rad the largest 
impact an th perhrmance gap but that clients' comments lw 
to hportant changes in the way pmviden viewed clients: P m  
vidtrs understood ctients better and were concerned that cll- 
enk were satisfied with services. One tuxpita1 directorsaid that 
his hospital increased its ctientck by almost a Fbctor d four 
becau.se of ~ r a v e m e n t s  jnspid by clients'commem (91). 

Assesslqj Oaanizational Change 
The PI facilitam asked I N $  stuff membecs to assess orga- 
nizational changes and institutimal capacity,to suppsrl the 
change in provider performance. Among the'20 hdlcatar% 
were support for wpfDd~ctjve health from top managera; u p  
to-date tmltllng materials, supplies, md equipment; md com- 
munity invdvmsnt in decisions about reproductive health 
d c e s .  Ranking the 20 Indkators ha 1 (no capacity] to 4 
(full capacity), IDS$ staflmcmbcrs concluded that institu- 
tianal capacity hd increased an average dona fill p i n  
from 1.3 before the project to 2.3 after the project (91). b 

Figure 2. Performance Improvement Specification Form for Counseling in the 
- 

Dominican Social Security Institute, 1998-1 999 
Desired 

Performance 

Providers treat 
all clients with 
consideration 
and respect 
("trato 
humano"); 
score 12 out 
of 12 on ques- 
tionnaire filled 
out by clients 
and observers 

Actual Performance 
Performance Gap Root Causes 

Average 6.8 5.2 for Providers do not 
score by clients; know that considerate treat- 
clients; 7.9 for ment is expected of them 
average 4.1 observers. 
score by 
observers. 

BenefilKost Estimate' 

Interventions Benefit Cost Ratic 

Develop and disseminate 10 4 2.5 
norms for treating clients 

Disseminate information to 9 4 2.3 
ensure that providers know 
they are expected to treat 
clients well: posters, letters 

N o  feedback from clients or Set up suggestion boxes and 8 
supervisors on counseling cards for clients' feedback 
N o  incentives to counsel Recognize providers for 8 
considerately showing consideration and 

respect for clients 

Providers lack counseling skills Training 10 7 1.4 

' Stakeholders estimated benefits and costs on scale of 1 (least favorable) to 10 (most bvorable). 
Source: Luoma, 2000 (91); McCaffery, 2000 (1 02); Padilla, 200 1 (1 20) Population Reports 

? , a  ,.:,!--< . k  .! < . , , -  
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Both the personal qualities mn individual brings to the Job 
and the working environment of the organization determine 
gerforrnance. Persmal qudltles comprise knowledge, skills, 
capacity, and motive. Environmental factors comprise job 
expectations, performance feedback, workspaoe and equip 
meat, and incentives (48). 

Facilitators in reproductive health programs in developing 
countries have linked root causes of performance problems 
to six performance factors ( I  02): 

r lob tepectatlons, 
Perfhanee  feedback, 

0 Workspace, equipment, and supplies, 
Incentives, 
Organlzatisnal support, md 

0 Knawledge and skills. 

Thew factors are similar to the needs of providers identified 
by the IntemitiOnal Planned Parenthood Federation [IFF),' 
for example, guidance, feedback, infra.st~cture, supplleq 
encouragement, and trainiirg (58). 

Thc order of the factors indicaks how difficult they are to 
comt. For exomp!e, fixing anclear job expectations 1s w- 
ally easier and less costly than training (94, 102, I SO, 153). 

PI pract$ioners debta tha list of perfoman& fectors. 
Capacity.--which refers to inteHlgenw, talent, and phyrlcal 
abitity (48)-isnot included baause In dcveloplng coun- 
vles the eolutkm to a .capacity problem, teqing 9r m u r a g -  
In$ people to leave Job, Is diffiFult 184, 101). Sorne p c t i -  
timers include capadty, however, rrgdng that it can be 
taken Into account in hiring or in PI* people to jobs that 
suit them Wer 0, 17)i 
Incentives, cullyrc, and wganiatiana! suppart ate also 
debated; One prominent PI practttinncr leaves incentha off 
the list. arguing that m employee s job w j h  ell the other 
fkcm in cannut fail ta be moliyated (142). h o m e r  
would include cultural pracliccs that affkcl pformance 
(I IS). Some leave organizational suppat off the list, a m -  
hg that organizations Pupport performance by atkading to 
the other five perhrmance factors 

(Continued from page 5) 

facilitators may change during the process as the skills 
needed for specific steps change. In the beginning facili- 
tators are strong listeners, negotiators, and consensus- 
builders. At the end, to help organization staff members 
carry out and evaluate the solutions, facilitators may be 
asked to hire experts in such fields as performance apprais- 
al procedures or performance incentives (129). In a pro- 
gram in Honduras to strengthen family planning and pre- 
natal services, for example, stakeholders found that weak 
incentives caused a performance gap, and the facilitators 
selected a motivation and incentives team to address the 
problem (38). 

Managers can appoint staff members or hire consultants to 
facilitate the PI process. A combination of staff members 
and consultants may work well in some organizations. On  
one hand, staff members know their organization and can 
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Job expectatlonr. To prfann well, employees n d  t q  
know what is expected of them and how they will be svalv- 
ated. @xjxctatim comprisc the obJective of thelr job, the 
W s  they must carry out-with measurable quantities and 
rates-and where, when, and wWI whom they must work. 

Many employees .we unsure about what is expected of them 
(45.73. 137). Some may not be able to state the goals of 
their organization and how their job amtributes to the goals 
or wbat their respollsibilities are (1 07). Marhy employees 
work without formal job descriptions (5,38,46), instead 
learning by watching or talking to colleagues. Some have 
unclear or imprecise job &scriptiom, 

Perfarmance feedback. Ernplaye~ need to know how 
they arc doing in comparison with the expectations for their 
job. Employees find out if they are meetiqg or falling short 
of etxpctations.lluough oral or written information from 
supervisors, coworkers, or clients. 

Personal, cultural, and oqganizetional factore can prevent 
trnp!oy~r h m  receiving useful apprakls of their per- 
fbrmancc. Afraid doffending, supervhw typtcall) prai8e 
tmplqeeo and tell than ta "keep LIP the goad work," wi~h- 
out going into speclflc~. The cultura of an organization or 
national customs sometimes preclude anfronting emplay- 
ees directly about perfomlance problems ( 100, 10 I ,  144). In 
some.Aslan snd Latm Amwican ooumieu, fw example, 
empleyets are Judged on thelr personal eharacterlstics such 
as inrekity and hyalty and would be offended by Jude 
rnents b e d  solely 04 their performance (144). gome 
supervlsats have trouble giving feedback because they have 
never done the w d  af the peaple thcy are boperuising. 
Enowra8ing self-asswmmt can help iir this case (101). 

Performance apprabat is a skill tbat netds to be learned and 
practrced. Ideally, appraisals s h d d  be honest and timely, 
precise and speclfrc, plvate, pravlded with an opportunity 
for. self-evaluation, and delivered withaut iatemptlon. 
Employees shautd receive i n f 4 0 n  & r u t  Lhtk pcrknn- 
snce often-weekly or even daily for new amployea and 
once a month for long-term employees t t 5 ) .  For many 
~ganizadons, hwwq any systemsttic.performence appraisal 

. . -  

suggest problems that could be addressed with the PI 
process (140). Also, stakeholders may prefer to work with 
people they know and who are always available, rather 
than with consultants who move on to their next job after 
a few weeks (1 54). On the other hand, consultants have ex- 
pertise that stakeholders respect. They can more easily insist 
on carrying out each step of the PI process and resist pressure 
from stakeholders who want to rush through the process 
(121). They bring knowledge of performance problems at 
other organizations and solutions that have worked (1 01 ). 

Moreover, with a fresh perspective, consultants sometimes 
can see problems that staff members have become accus- 
tomed to and no longer notice. As outsiders, consultants 
generally are less fearful than staff members about describ- 
ing problems frankly (1 21 1, and they do not have relation- 
ships with stakeholders that might impede staff members' 
work as facilitators. 
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would be arr impmmcnt. Infrequcru feedback and unclcar 
job e~pccta t immgethc~  are: the most common c s k  of 
performan& pwbkms in US coqmaio.m (48, l sin. 
Workspxe, tqripnert, amt suppb. Ths.spaoe In which 
ernploytes work and the cquipmcat end supplies thq neid.. 

their jobs ~ompriw the phyoicgl environment. The 
wokspace~shbuld be eesy and safe lo W In. Dlstmlions 
and i n m d c n c - f o r  example, n&u or Inaccesddc 
wpplk-requim s M f  to adapt. Sam wlaptatiom can k 
challenging and mtivatlng, but, ifernployee%spenb too 
mch Ume a d  encrgy 6wrcoming Incmeaicwcs. per- 
f o m n c c  incvhaMy wffer  (? I), 

Incuntlve~. M~ivalim mub from bothaxtwnal incentives 
and a pmcm's Internal rnotlves fbr dotng a Job (48). @phal 
causes of low mot iva th  arc poor pay, poor w&rkin* c d i -  
tim, m d  no oppomnity for aduanceinem. tacking Inccti- 
tives. mrifiy pe6& do m t  give full e f h .  I n  US qirrveya of 
worker prqduc~vity, only about 25% 
of people any thal they work as hlvd as 
the$ cauld Mmt say thay wurk at 
abut  two-thuds o f  theit pmnthl or 
,only hard enough to hold onto their 
fobs (14, 401. 

Tradition and cultwe influence Ihs u e  
of inanti*. Many qgamirathd& 
reward employees for t k o n  h job 
radwr tRm for gOQd p e ~ i m n c e ,  aub 
tlw m a d  Is ~ A e n  rh qpportunity 10 
art& hntnfng programs. AIsq offttmg 
m m  maey as m incentk far idhid- 
uals msy not ba cffitfvti in countrim, 
..such as Cknmarksnd Jam, where wt& 
Ih teams Is encouraged by equal pay 
among team members (144). 
Organimtioral support. To help 
emphyw'do htk k t  w&, managem 
are responsible.'fbr'8etting up shppottive 
organimtianal structurea. stratcgi~, and 
work process- For e~amplo, m ~ a g e f s  

create and oommodcatc E dear mkion ad p l r  .k the 
o r p h t i o n ,  pt.6vide inspiring and effaiivi itadenhip, 
dwip'job role8 that ~rign.iltb the organbtimi'n'gbats, 
dwelop e k ~  l lna .dautAoriryi and mawage &pen corn- 
q h h n  up nad cbwdatnra Ole hlsrarcby @l,77i 95,142, 
169) 

Knowledge and skilts. kapk acquirk knowkdgb a d  
skftls far rtpr&c$u,a health . m e  hi presci$~ ducation 
mil fngcr&e trairiig;,Tliby sttend professionalkhools of 
manasma, pwblEc. health, or nurolng and mldwlfsr); for 
urhhk+ or t h y  kam on the job 
Employees lrek the LEnowMge or skills to do tlqir jobs 
wen far a Wie?y of  reasma TRsy may h&s beein hired for 
or promoted into a Job they ,were not trrined for. f i e y  are 
mware,of c h a m  in pmbcds DT guidelind, they had 
pmr minim. in .profewionel whoah, or thy  fwgot infor- 
mation m kkills fmm hck.duse. 

Time and cost. The time required for the PI process de- 
pends mainly on the scale of the performance problem, the 
availability of stakeholders, and the priority they assign to 
solving the problem. In general, staff members need one to 
two weeks to learn to facilitate the process, and they need 
from one day to several weeks to observe actual perform- 
ance (88). To strengthen the Zonal Training Centres in Tan- 
zania, for example, the PI facilitators developed checklists 
and interview guides in meetings over five days, and they 
collected information on actual performance in four weeks 
during visits to the centers ( 1  35). 

In the performance needs assessment, the main cost is time 
off the job for the stakeholders and staff facilitators. Meet- 
ings and observation also often entail travel and per diem 
costs. The better work, higher efficiency, and improved 
morale resulting from the PI process, however, can more 
than make up for the time spent. 

POPULATION REPORTS 

Stakeholders often attend several meetings to discuss the 
performance problem, define desired performance, ana- 
lyze root causes, and decide what to do. In a program in 
Yemen working with community midwives, for example, 
the PI facilitators took about one month to help stakehold- 
ers measure the performance gap, analyze root causes, and 
select solutions (1 41 ). In the Tanzania training center proj- 
ect the PI facilitator conducted stakeholder meetings over 
two months to agree on the performance problem, decide 
on the staff members whose improved performance could 
best solve the problem, define desired performance, select 
indicators and data sources, and design data collection 
tools. Stakeholders met again following collection and 
analysis of the data to discuss performance gaps and root 
causes and to decide what to do (1 35). 

Used only for a performance needs assessment, the short- 
ened PI process can be carried out in one meeting. in 
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Performance Needs Assessment: 
Burkina Fasa 

A district mmapnent  team (DMT) in Koup€lr, Burkina Fa@ 
conducted a tive-bay workshop that used Performance Improve- 
ment to address problems in the team's support of maternal and 
neonatal health cam. The workshop also prepared DMT mem- 
bers to introduce the PI process to providers,at the district health 
centers. The DMT is responsible for planning, supervisin~. arld 
reporting on health care activities in the district, including 
inaervice training, provision of equipment, and fmancial and 
personnel management. S e a n  members of the DMT, an Instruc- 
tor at the National Schod ~f Midwifery, and a trainer attended 
the workshop in December 2000. 

Workshop participants reviewed ths PI process and carried out 
its steps through the analysis of root causes and the generation 
of sotutions. They identified five roles for the DMT, hdicstorr 
for each rote, and desired performance for eeh Indicator. The 
five areas and sample indicators included: 

Identi@ problems in maternal and neonatal care. Assemble 
members of the DMI' and any .experts needed, present p b -  
Iems, and analyze cruses, 
Cany out projw m Echedule+.kte the.xheduk ofpr0fee.t~ 
write briefing notes at least two weeks belm each project, 
and deposit funds.rtt least 72 working hour6 before the project. 
Conduct quarferly supervisioo visits to the health centars. 
Hold an intmductory meeting with staff of the healtlicentw, 
check hat  thc rt~omlqwdathns of pwvfm supelrhry 
visit8 haw.be.n carded out, dhcuss p m b l w  and sohtiom 
with staff and cbmmunlky membero, aridecWuragc and hank 
the staff. 
Writa a report summarizing t h e . s ~ h t t ~  visk Discuss ob 
jectives. merhodalogy, actkitb, rcsdts, mnd recommendations. 
Distribute the repbrt to the regiootal directorate. 

Ibe team described actual performance and identified perform- 
trice gaps. For example. the leam did mt w r i ~  briefing notcr 
wo web In advance of pmjeck; depo~it funds at'.ieast 72 
lours before a pmjett; conduct supervimy visits four times a 
reat, or even twlce s year; invite members of the cemmunity to 
tifcuss the visit; or write a summary report. 

h lyz ing  the coat causes of the performance gaps, the PI team 
found that many were linked to lack of organizational support 
For example, the gap in supervision had several mot causes. 
The few supervisory teams could not visit the large number of 
~ealth centers every quarter, and the schedule for supervision 
lid not always take into account the availability of supenhors 
organizational support); teams cauld not travel to some centers 
luring the rainy season because mads and vehicles were In bad 
:ondition (equipment); slrpervision was not a priority for the 
IMT, it was not well organid, and members lacked skills 
expectations, skills/koowled~). 

To address these root causes, the workshop participants fwused 
bn training to improve skills and wengthen expectations. The 
)artkipants recommended: { I )  eualuarhg the needs of mcmbem 
~f Ihe DMT for traini y in supervision, [2) planning and devd- 
ping a trab~tng program, a d  (3) f ~ l l ow ing  up the members 
who were trained (66). 

Ghana, for example, 22 stakeholders met for a half day to 
describe performance gaps in infection prevention, deter- 
mine causes, and recommend solutions. The stakeholders 
represented the Ministry of Health, the Nursing and Mid- 
wives Council, medical schools, regional training centers, 
USAID, and development organizations working with 
USAID. Staff members of the ministry and JHPIEGO facili- 
tated the meeting (20). 

The time needed to carry out solutions depends on the 
scale of the project and the resources available. Procedures 
to communicate expectations or to assess performance in 
one department usually can be put in place in a few weeks. 
Writing policies or manuals often takes several months 
(26). In contrast, training for a national cadre of health care 
providers may require a year or more (1 31 ). 

The cost of solutions depends on the root causes being 
addressed and the scale of the solutions. Strengthening 
knowledge and skills through tra~ning can be expensive, 
but providing a job aid, such as a chart or checklist, may 
be as effective and cost much less. Changing a policy, post- 
ing job expectations, or establishing an appraisal proce- 
dure for staff members need not be expensive. For exam- 

&de, thg IDSS in the Dominican Republic set up a system of -. 
: rating cards and suggestion boxes for clients to comment 
abtf thei~ care at a cost about US$1,700 for design, produc- 
$ticin, training, and distribution to 12 health care facilities in 
qtwo provinces (63, 11 9). 

1 Budgeting for a project using the PI process can be carried 
out in h o  steps, since the cost of closing performance gaps 

'is not knowh at the start of the process. The initial budget 
estimates the cost of measuring the performance gap, find- 
ing the root causes, and selecting potential solutions. - 

'Stakeholders and the PI facilitators may roughly estimate 
$he cost &the potential solutions at this point, since cost is 
-*one criterion used to select solut~ons. Once stakeholders 

have selected solutions, PI facilitators and program man- 
&agers-=an-eistimate their costs more prec~sely and complete 
:i the second part of the budget (42). 
ii '* m ' Performance lmprovement, Quality 

Improvement, and MAQ 
Performance lmprovement is similar to Quality Improve- 
ment, which has been adapted for developing country 
health care organizations by the Quality Assurance Project 
(98). Both encourage organizations to compare their serv- 
ices with standards of care, seek the causes of substandard 
care, and identify and select solutions that wi l l  help staff 
members meet or exceed standards (1 22). Practitioners 
note that these two processes developed from different 
fields and thus often approach problems from different 
starting points. 

Quality lmprovement grew out of the fields of engineering, 
statistics, and management, while Performance Improve- 
ment grew out of behavioral psychology and instructional 
design-a field dealing with the analysis of gaps in knowl- 
edge and the development and evaluation of training (18, 
39, 139, 151 ). As a result, practitioners of Quality Improve- 
ment often begin by analyzing systems and processes that 
affect individual performance (98). In contrast, PI practi- 
tioners often begin by analyzing the performance of indi- 
viduals or groups of employees, such as nurse-midwives or 

POPULATION REPORTS 



supervisors, and then examine the systems and processes 
that support individual performance (1 02). 

Also, Performance lmprovement can be used to set up a 
new job or add a new skill to the responsibilities of an indi- 
vidual or a group o i  employees. Quality Improvement, in 
contrast, acldresses performance problems but usually not a 
new job (85). 

The PI process is similar to processes that guide the devel- 
opment of training or communication projects. Many train- 
ing programs use the ADDIE model (analysis, design, 
development, implementation, evaluation), which was a 
forerunner of the PI process (139). Many communication 
programs use the P Process (analysis; strategic design; devel- 
opment, pretesting, and production; management, imple- 
mentation, and monitoring; and impact evaluation) (126). 

Performance lmprovement complements another approach 
to improving quality, the Maximizing Access and Quality 
(MAQ) Initiative, which USAlD began in the early 1990s. 
The MAQ initiative-through exchanges of information on 
best practices in reproductive health-has encouraged pro- 
grams to develop and follow guidelines that set high stan- 
dards. Tlie MAQ list of approaches to improving access 
and quality-such as provider rewards, client and commu- 
nity engagement, and leadership development-can help 
stakeholders select solutions to performance problems (64, 
122, 124, 141 ) .  

The Implementing Best Practices (IBP) lnitiative also has 
promoted high standards of care in reproductive health. 
Formed in 1999, the IBP lnitiative is currently carried out 
by a consortium comprising the World Health Organi- 
zation (WHO), USAID, the United Nations Population 
Fund (UNFPA), and eight collaborating organizations. They 
use the experience of reproductive health programs world- 
wide to establish, disseminate, and apply evidence-based 
best practices with a process similar to the PI process (1 62). 

Performance lmprovement can be used any time the per- 
formance of an individual, a group of employees, or an 
organization could be better (102). The opportunity to use 
Performance lmprovement often arises when supervisors or 
decision-makers request training for employees who are 
not performing well. Thus trainers are in a good position to 
introduce Performance lmprovement into an organization 
and should be aware of the process, tools, ancl other 
resources. 

The PI facilitator's best response to a request for training is 
an invitation to discuss the problem further. If, instead, the 
PI facilitator immediately says that training alone may not 
solve the problem and recommends Performance Improve- 
ment, supervisors may look for someone else to do the 
training (102). 

Some facilitators use the PI process without announcing it 
as a new way of solving problems. In organizations where 
staff members will be put off by a formal process that sounds 
time-consuming, or where other approaches have failed, 
simply carrying out the process has avoided initial objec- 
tions (63, 88). 

Responding to a request for help, facilitators begin by col- 
lecting preliminary information about the performance 
problem. Information gathering begins with the key deci- 
sion-maker, the person who made the request or who wil l  
be responsible for the results. The decision-maker identi- 
fies the people, documents, ancl records that facilitators 
should consult. 

Facilitators also examine the institutional context-organi- 
zational goals, strategies, and culture. For problems with 
service delivery, facilitators also need to understand the 
perspectives of clients and community groups. 

Stakeholder Agreement 
The facilitdtors synthesize the information and draft a pre- 
liminary description of the performance problem and its 
context. In the full PI process the facilitators present the 
results first to the decision-maker and then to the other 
stakeholders in a project agreement meeting. In shortened 
or less formal applications of the PI process, facilitators can 
hold a single meeting with decision-makers ancl other 
stakeholders (20, 91, 102). Stakeholders need to agree on 
the group of staff members whose work needs to be im- 
proved and the scope of work-how large a project to con- 
duct, how many people to involve, and how much money 
to dllocate. 

Involving all stakeholders is essential because all perspec- 
tives need to be included for the PI process to succeed. 
Also, omitting and thus offending stakeholders can make 
them resistant to change. Facilitators ask the decision- 
maker whom to include. Some draw a diagram showing all 
those connected to the sta f f  members whose performance 
wil l  be improved. In some countries kinship may have to 
be considered as well as organizational connections. 

Getting and maintaining the agreement of stakeholders is 
one of the most important ancl difficult tasks of PI facilita- 
tors. Rareiy wi l l  stakeholders agree on every aspect of a 
performance problem. They may disagree about the causes 
of the problem or how to measure desired performance, 
for example. The PI facilitators should make sure that the 
decision-maker is aware of any disagreements before hold- 
ing the project agreement meeting with all of the stake- 
holders (102). In that meeting the PI facilitator or the 
decision-maker should point out the disagreements ancl 
attempt to resolve them. Some may not be resolved, but the 
process can continue anyway. 

Maintaining the interest of stakeholders i s  especially diffi- 
cult in projects that last a year or more. Stakeholders may 
lose interest if there are no quick and obvious improve- 
ments. Well-designed projects plan for some quick suc- 
cesses to maintain interest and decrease people's resistance 
to change. 

This first step ends with achievement of a consensus, i f  not 
complete agreement, among all stakeholders. Tlie consen- 
sus can be formally stated in a letter of agreement or 
memorandum of understanding signed by the lead PI facil- 
itator and the decision-maker. The letter summarizes the 
purpose of the project, the process of meetings and infor- 
mation gathering, and the next steps. It should also cover 
understandings about logistics, office space, travel, and 
funding (102). 
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The initial consensus may have to be reviewed several times 
during the process as facilitators learn more about the per- 
formance problem or as people change jobs. Facilitators 
may discover information that wi l l  resolve some of the dis- 
agreements, and they may discover other performance prob- 
lems. Job changes among stakeholders require information- 
al meetings for the person who takes over. At the IDSS in 
the Dominican Republic, for example, the director general 
changed twice. Facilitators had to brief the new directors 
general and obtain their permission to proceed (91 ). - Performance 
When stakeholders define desired performance, they are 
describing the type of reproductive health services they 
would like. The PI facilitators select indicators of desired 
performance based on international or national standards 
and guidelines and information gathered in meetings or 
interviews with staff members, exemplary performers, 
clients, community groups, and other stakeholders. 

Defining desired performance is one of the most useful 
steps of the PI process but also one of the most difficult and 
contentious steps. Many organizations can benefit from a 
systematic and thoughtful discussion of the desired per- 
formance of their staff members. Such discussion should 
involve all stakeholders in selecting clear objectives that, 
if possible, are measurable (101). Defining desired per- 
formance gives some staff members their first opportunity 
to discuss what their job should be and how they con- 
tribute to their organization (36). The difficult part is per- 
suading stakeholders to use observable and measurable 
indicators of performance. The facilitator usually needs to 
help with tactful questioning and clear examples of desired 
performance (63). 

For jobs that involve clinical procedures with universally 
accepted standards, there is little room for debate on de- 
sired performance. For other jobs, however, stakeholders 
often disagree vehemently on desired performance, argu- 
ing, for example, that standards are being set too high or 
that achieving them wi l l  take too much time. Some stake- 
holders prefer realistic goals, while others favor ideal goals. 
Both approaches pose risks. Setting ideal goals can inspire 
staff members to try harder than they would with a realistic 
target, or else the higher target can be demoralizing 
because it seems unreachable. The choice between ideal- 
istic and realistic measures, or a mix of the two, is part of 
the consensus among stakeholders. 

In the program working with private practitioners in India, 
for example, stakeholders first set desired performance at 
counseling 100% of women who might need family plan- 
ning-women between the ages of 15 and 49 who were 
not using contraception. But when the PI facilitators found 
that providers actually were counseling fewer than half of 
such women, stakeholders decreased desired performance 
to counseling 75% of the women (88). 

Self-assessment guides, such as those from the COPE pro- 
cess developed by EngenderHealth, can help define both 
desired and actual performance. Checklists for self-assess- 
ment cover all aspects of services, for example, quality of 
care, staffing, recordkeeping, and counseling (32-34, 92). 

Performance lndicators 
lndicators are objective measures of performance. They de-- 
scribe accomplishments that are observable, measurable, 
and under the control of the staff members whose perform- 
ance is being measured. Desired performance, actual per- 
formance, and the performance gap should be defined with 
the same indicators. 

lndicators are a key component of the PI process because 
they determine the amount and type of information that the 
PI facilitators must collect. Too many indicators, or indica- 
tors that require information that is difficult to find, wil l  
waste the facilitators' time. For example, facilitators have 
found that some indicators require time-consuming travel 
and interviews, and they have replaced them with indica- 
tors that can be found more easily in clinic records (165). 
The PI facilitators consult with stakeholders to select an ini- 
tial set of indicators. These may change as the facilitators ~ 

collect more information. 

lndicators for clinical skills, such as IUD insertion or infec- 
tion prevention, are generally taken from international or 
national standards. For example, several indicators that a 
provider is prepared to insert an IUD are: washes hands 
with soap and clean water for at least 15 seconds, tells the 
woman what wil l  happen and encourages questions, and 
conducts a pelvic exam (1 6, 103). 

Studying the guidelines followed by other health care facil- 
ities or organizations, a practice known as benchmarking, 
is also useful for defining desired performance (98). 
Reviews of evidence-based best practices in reproductive 
health care, such as the W H O  Reproductive Health Library 
distributed annually on diskette and CD-ROM, are also 
helpful (51, 11 6). Contact information for the library and 
for sources of information about the PI process, such as the 
International Society for Performance lmprovement and the 
USAID-sponsored Performance lmprovement Consultative 
Group, can be found on the Internet at<http://www.jhuccp. 
org/pr/j52/j52boxes.stm#resources>. 

Stakeholders 
The PI facilitators discuss with staff members the services 
they would like to deliver, and they discuss with clients and 
community groups the services they would like to receive. 
Facilitators usually prepare questionnaires or guides to con- 
duct meetings or interviews. In the needs assessment in Ni- 
geria, for example, the PI facilitators drafted guides for stake- 
holder meetings that addressed desired performance of the 
health care facility and of health care providers, and they 
explicitly directed participants to include the perspective of 
clients (46). As a courtesy and to encourage thoughtful 
answers, PI facilitators sometimes give the questions to 
stakeholders before the meetings or interviews (102). 

The most helpful information often follows from open-ended 
questions, which cannot be answered yes or no. Typical 
questions that have helped define desired performance are: 

For service providers and managers: 

What would people do if they performed perfectly? 
What would they say to each client? How would they 
treat clients? 
Do  you think it i s  possible to provide that level of serv- 
ice? If not, what level of service is reasonable to expect? 
How many providers perform at this reasonable level? 
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For managers specifically: 

What results do you expect from the reproductive health 
program? 
What resources are available to carry out the program? 
How do you imagine the ideal reproductive health pro- 

r gram in terms of both service goals and resources? 
If managers say that they want "good work," they must be 
coaxed to define "good work" in measurable terms (1 02). 

For clients and for community members not using repro- 
ductive health services: 

Imagine the ideal facility providing family planning serv- 
ices. What would it look like? 
How would the waiting area and exam rooms look? 
What services would be offered? 
How would providers behave? 
What is the first thing you would change about your 
health clinic to make it closer to the ideal (46, 136)? 

To provide important details stakeholders often need 
prompting with such follow-up questions as: Could you be 
more specific about...?, How typical is what you just de- 
scribed?, or Is there anything else that you would like to add? 

Among clinics or staff members, and clients and communi- 
ty members, a few may stand out as exemplary performers 
(also known as positive deviants). Exemplary performers 
overcome conditions that limit others. A study of exempla- 
ry public and private clinics in Kenya, for example, found 
that they have inspiring leaders, offer staff members a vari- 
ety of incentives, involve the community, and have local 
control of finances (1 69). Also, in the needs assessment in 
Nigeria facilitators met a nurse-midwife in a rural clinic 
who had set up a revolving loan fund that kept supplies in 
stock when others were out of stock, and she motivated her 
staff members to keep the clinic exceptionally clean (56). 
The PI facilitators should search for exemplary performers 
and observe and interview them. Their example helps to 
define desired performance, and their practices can help 
generate solutions to others' job performance problems (48). 

Experts in reproductive health or in the methodologies for 
improving quality contribute a knowledge of procedures 
and standards to the definition of desired performance (88). 
Experts also can help to adapt international or national 
standards to definitions of desired performance that take 
local conditions into account (102). 

Examples of Desired Performance 
Like indicators of performance, well-conceived statements 
of desired. performance describe accomplishments that are 
specific, observable, measurable, and under the control of 
the staff member. For example: 

In the training program in Tanzania, the zonal training 
resource teams are expected to work with district health 
management teams, regional health management teams, 
and NGOs to identify training needs at least every three 
years (1 35). 
In a postabortion care (PAC) project of the Family Plan- 
ning Association of Kenya, 80% of volunteers linked to 
PAC facilities are expected to receive an orientation from 
a PAC provider within 20 weeks after the provider com- 
pletes central training (1 64). 

Poorly phrased statements of desired performance often de- 
scribe only knowledge or ability, are too vague to be meas- 

Table 2. Drfining Desired Performance: 
Correcting Common Mistakes 

Poor Phrasing Problem Better Phrasing 

The provider knows Describes ability or The provider carries 
the guidelines for knowledge, which out all the steps in the 
IUD insertion. cannot be observed IUD protocol. 

The provider spends Vague The provider spends at 
enough time with least 10 minutes w ~ t h  
each client. each client. 

The provider sees at Provider does not When clients are Walt- 
least 10 clients each control the number ing, provider takes no 
day. of clients who come more than 15 minutes 

to the clinic. between clients. 

Source: McCaffery, ZOO0 f 1021 Population Reports . 

urable, or describe performance that is not under the control 
of the staff member (see Table 2). 

Stakeholders sometimes wonder how much detail to in- 
clude in statements of desired performance. For example, 
to meet the standard for infection prevention, do providers 
need to be told to wash hands with soap and lather for 15 
seconds before rinsing in clean water, or is "Wash hands 
between each client" enough? Stakeholders can estimate 
the right amount of detail by asking the question, "How 
would the typical staff member carry out these instructions?" 

Stakeholders decide on the appropriate level of detail by 
considering generally accepted standards, the importance 
of the task, and staff turnover, among other factors. If, for 
example, the cost of not doing a task i s  high or i f  turnover 
is high, the task should be described in detail to avoid cost- 
ly omissions or to inform new staff members (1 23). 

Descr ibe  Actuall 
P e r f o r m a n c e  
The description of actual performance is needed to define 
the performance gap. The sources of information for 
describing actual performance comprise: 

Clinic records; 
Interviews or meetings with stakeholders, particularly 
the staff members whose performance is  being analyzed, 
supervisors, and clients; and 
Observation of staff members. 

Before investigating actual performance, PI facilitators re- 
view existing surveys, operations research, or clinic obser- 
vation studies. These sources may save some time in gath- 
ering information, but they rarely have all the information 
needed to assess actual performance or the performance 
factors (88, 141 ). 

A flowchart can help the PI facilitators to understand actual 
performance and to visualize desired performance as well. 
With information supplied by the staff member, the flow- 
chart maps a job as a series of tasks and decision points, 
and it can reveal the reasons for problems. Long waiting 
times for clients, for example, may result from tasks that 
could be carried out at another point in the process or that 
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this facility? Why or why not? 
Community members can 
answer similar questions based 
on their impression from talking 
to friends, relatives, or neighbors 
who have used the clinic (46). 
The PI facilitators should also 
ask family planning clients if 
they felt that providers had given 
them enough information to 
choose a contraceptive method 
with confidence. 

Information from clients is not 
always reliable, however. Some 
clients are reluctant to criticize 
staff members who have higher 
status, or clients think that criti- 
cism would be impolite. Inter- 
viewing clients where they live 
rather than at the clinic can re- 
duce this courtesy bias (145). 

In Pakrsran a health worker interviews a group of women as part of a family planning 
research project. Clients and community members are important participants in the lnterv~ews with staff members 

Performance Improvement process. Asking them what they expect and whether they are may uncover to the PI 

satisfied with services helps define desired perfomance and describe actual performance. Process itself. Providers who 
have not been paid in months, 

may be unnecessary (70). In logistics, flowcharts have for example, have rejected efforts to improve their per- 
helped identify redundant tasks, wasted time, decisions formance (4, 16). 
that required more people than necessary, or decisions 1 
made without reference to standards or best practices (36). Probing the Performance Factors 
Clinic records contain information such as number of clients 
who have received services, the outcome of their visits, and The PI facilitators also ask for information about the per- 

orders for equipment and supplies, The PI facilitators should formance factors that in the root cause analysis 

know how the data were collected and how current and (See p. 16). questions (Io2): 
reliable they are. To respect the confidentiality of clients, Job expectations: Can you explain what i s  expected of 
clinic records should be reviewed by PI facilitators who are you? Have you been given a job description? How do 
staff members rather than by consultants (1 02). you find out what is expected of you? 

The PI facilitators should review records before conducting ' Feedback: How do you when you are meeting job 

interviews or meetings with stakeholders. Knowing what the expectations? Do You get feedback orally and/or in writ- 

records contain, facilitators can formulate useful questions ing? often? From whom? 

and avoid asking for information that they could obtain ' Workspace, Do you have the 
from the records. Asking stakeholders about some informa- equipment Or you need to do your work? Have 

tion in the records, however, can verify its accuracy. If rec- YOU '"quested and s u ~ ~ l i e s  that you have not 

ords are incomplete or inaccurate, stakeholder interviews received? you have the 'pace you need, ~art icu- 
can supply missing information. larly private space? Is equipment maintained? 

Incentives: What happens i f  you do an outstanding job 
In interviews and meetings PI facilitators ask staff members on a particular day? ln your area how are decisions made 
to assess their actual performance with questions such as: promotions, invitations to external training, or 
What do You do during a normal work day? What services other opportunities? How can recognition for good per- 
do you provide? Roughly how much time do you spend on formance be improved, 
your main tasks? Organizational support: How does the structure of the 
Staff members may present an inaccurate impression of their organization help your work or make it more difficult? 
performance, making it sound better or worse than it is. In How are the goals and strategies of the organization 
a clinic accreditation project in Brazil, for example, staff at communicated to you? How are important decisions 
some clinics said everything was fine, while staff at other made and communicated to you? Are you getting enough 
clinics said the opposite. Role playing or showing a video- help and guidance from your supervisor? 
tape to demonstrate good and poor performance can help Knowledge and skills: How much of your training do 
providers assess themselves objectively (1 6). you use on the job? Would on-the-job reminders help 

The PI facilitators can check providers' perceptions by ob- you with certain tasks? Would you do a better job i f  you 

serving them and by interviewing clients and community knew you would receive an extraordinary reward or 

members. In the Nigeria needs assessment, for example, recognition? 

questions for clients in focus groups included: HOW would These questions may yield a long list of causes from which 
you describe the clinic environment? Your meeting with the stakeholders select the few vital root causes. 

family planning provider? If YOU had a friend interested in To encourage truthfulness, PI facilitators can question staff 
family planning, would You recommend that he/she go to members and supervisors, or nurses and doctors, in sepa- 
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rate groups. When answering questions about expecta- 
tions or performance assessments, staff members may 
not feel free to criticize supervisors if they are in the 
room (1 65). 

Observation 
Observation of staff members at work i s  an indispensa- 
ble source of information about actual performance. 
Observers need to be unobtrusive to avoid disturbing 
staff members, some of whom may never have been 
observed before (75). 

To obtain a complete impression of actual performa~ce, 
observers pay attention to the operation of the clinic or 
office as a whole (the organizational level of perform- 
ance) and to the work of individual staff members. In the 
Nigeria needs assessment, for example, observers noted 
problems at the clinics in planning and goal setting, 
supervision, record keeping, and equipment and sup- 
plies. Problems among providers were in interpersonal 
skills, use of service statistics, and adherence to infec- 
tion prevention procedures (46). 

Checklists help observers attend to all the performance 
indicators. Checklists of clinic operation may cover equip- 
ment and supplies, the presence of guidelines, the 
quality of clinic records, information provided in 
counseling, and the attitude of providers and other 
staff members. 

Observation has limitations. Some staff members feel 
anxious or threatened when they are observed and thus 
do not perform as usual. Obtaining permission from staff 
members and discussing the PI process and the project 
before the observation can help to reduce anxiety. Staff 
members are reassured if they have worked with some- 
one on the observation team. In the training program in 
Tanzania, for example, the PI facilitators included a sen- 
ior staff member from the human resources division of 
the Ministry of Health, who had met the staff of the 
Zonal Training Centres (1 65). Also helpful for observers 
is dressing like clinic staff to be inconspicuous (16), 
staying long enough that staff members become accus- 
tomed to being observed (106), and explaining to staff 
members that they are not being rated and that the 
observation wil l  not affect their salaries. 

Using simulated, or mystery, clients to collect informa- 
tion avoids some of these observation problems but can 
create other problems (60, 81, 93). Simulated clients 
need to be keen observers with a good memory and the 
ability to play a role. Training people to pose as clients 
can be time-consuming, sometimes requiring several 
weeks (93, 96). Also, using simulated clients raises 
ethical problems of deceiving providers and breaking 
down trust between staff members and management 
(93, 106). 

Observer bias or disagreement may also be a problem. 
Two observers may differ in their interpretation of the 
same behavior (78, 81, 106). In a study in Peru simulat- 
ed clients were inconsistent in overall ratings of pro- 
viders but were more reliable at observing specific 
behaviors and recording them on checklists after their 
appointments (81). Training in observation methods and 
memory aids, or else using tape recorders can improve 
the accuracy of information (93, 106). 

. . - -  - - - - 

I Performance Improvement in the 
Private Sector: India 
3takeholders in Uttar Pradesh, India, used rerrorrnance Improve- 
nent to find ways to encwrage private providers to offer better 
Lrnlly planning services and to identi@ more clients who need 
hmily planning services. Indigenous Syscerns of Medicine (IS M) 
practitioners use a combination of traditional and modem medfcin 
,and provide most curative services in rural areas of Uttar Pradesh 
:90+ 133). They charge clients for medicine and other supplies 
~ u t  not for time spent counseling. 

From 1995 to 1999 the State Innovations in Family Planning 4 
3cwices Agency (SIFPSA) and local district organizations tranec 
ISM practitioners to counsel about fam'ily planning and to providc 
pral contraceptives and condoms. Stakeholders felt that despite the 

.'mining, ISM practitioners were not counseling as many women a! 
they could about family planning. 

- 

m 
PI facilitators then carried out a performance needs assessment In 
1999. They developed indicators for the quantity and quality of 
family planning services offered by the practitioners. The main 
quantitative indicator was the proportion of clients possibly needin 
Family planning services whom the practitioner identifies and 
:ounsels. The main qualitative indicator was the adherence of 
practitioners to an observation checklist, which included items 
about clinic settings and counseling skills. The PI team found that 
practitioners counseled less than half of eligible clients. Stakehold 
em set desired performance at a realistic goal: counseling for 75% 
of eligible clients The performance gap was the 25% or more of 
eligible clients whom the practitioners did not identify and counsel. 

The maln root cause of the performance gap was the loss of incom 
by practitioners when they counseled clients-un average for 10 
minutes pr visit (incentive). Other root causes wets the absence 1 o 
n relhble source for condoms and oral contracepiv& (supplies) and 
lack af a w a m s s  to counsel avuy eligible client (expectations). 
Soma did not h o w  how. to counsel. or hnw to identi9 eligibk clients 
[knowledgdskiils). Cammunhies did not knpw thal the practitioners 
~ffeftrcd family planning services because pracdtioncrs did not pro- 
mote or market their sexvices (mjmcfations, knowledge, skills), 

To solve the counseling problem, stakeholders suggested several 
initiatives ta make selling contracepdvce more pmfitabk. They 
ranked them on a 10-paint cost-and-benetlt scale. Among the 
highest ranked solutions were: 

I. Make sure during the training program that practitioners 
know they shauld provide family planning counseling. 

2. Glw an initial supply of contraceptives at the end of the 
training program. . 

3. Make training more selective to increase the status of ISM 
practitioners who provide family planning services. 

3. Promote senkes in the community, particuhrly to elderly 
women who haw great influence on family decisions. 

5. Identify wholesale~ distributors, and other source of 
contrac-eptives for the practitioners. 

6. Train the ISM practitioners in marked* (90). 

Figures fbr the current percentage of eligible clients being caun- 
seled are not available. Quality of care seems to be high: 
Simulated clients and self-reporting show that 80% of the practi- 
tioners are meeting the criteria fw good counseitng (88. t 33). 
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Performance c a p #  
Using the definitions of desired performance and the infor- 
mation about actual performance, the PI facilitators: (1) 
measure or describe the performance gaps, (2) help stake- 
holders select the gaps that they would like to address; and 
(3) rank the selected gaps in order of importance. This pre- 
liminary selection avoids further analysis of gaps that stake- 
holders do not want to pursue. 

The performance gap is the difference between desired and 
actual performance, often expressed as a difference of per- 
centages. It can also be expressed as a ratio of the achieve- 
ments of exemplary performers to those of typical staff 
members (48). 

A common mistake at this stage i s  to list causes as perfor- 
mance gaps. For example, if providers are not counseling 
clients well, PI facilitators may mistakenly define the gap as 
inadequate knowledge and skills rather than the difference 
between the desired performance, which could be 100% of 
providers following the counseling protocol, and the actu- 
al performance, perhaps 20% following the protocol. 
Analysis of the root cause-the next step in the PI pro- 
cess-is not part of the description of the performance gap 
but rather explains the performance gap. 

Stakeholders themselves select performance gaps for fur- 
ther attention based on criteria that they choose. For exam- 
ple, they may select gaps because they are large, because 

In Yemen a community midwife at a Performance Improvement 
workshop describes performance gaps in supervision. A key part 
of the PI process is for stakeholders to measure performance gaps, 
select the gaps to address, and rank them in order of importance. 

they are important to the organization or to top manage- 
ment, or because they can be solved quickly or their solu- 
tion will have an obvious impact. 

In meetings and interviews the PI facilitators collect rank- 
ing information with questions such as: What is the impact 
of this typical [or unsatisfactory] performance on reproduc- 
tive health services? and How does this performance 
problem compare with other performance problems we 
have discussed? 

In general, the larger the performance gap, the greater the 
opportunity for performance improvement. In the Tanzania 
project, for example, the facilitators considered gaps of 
over 20% large enough to pursue with root cause analysis 
and solutions (1 35). 

Ranking the selected gaps helps stakeholders decide the 
order in which they should be addressed. In the Nigeria 
needs assessment, for example, PI facilitators ranked the 
clinic performance gaps based on a consensus of the stake- 
holders. In order, the gaps dealt with problems in: (1) the 
supply of contraceptives, (2) clinic records, (3) treatment of 
clients, (4) infection prevention, and (5) accessibility in 
rural areas (46, 88). In some cases, however, the most 
important gaps have to wait until other, less important per- 
formance problems are solved. In the IDSS project, for 
example, gaps in counseling were ranked highest, but 
logistics problems, which were ranked fourth among five, 
had to be solved first so that providers would have contra- 
ceptives to give to clients (101 ). 

Find the 
Root Cause 7 

Root cause analysis i s  the main diagnostic step in the PI 
process. It i s  the transition between the description of the 
problem and the development of solutioris. 

Performance problems need to be attacked at their root, or 
they will persist. For example, a root cause of the gap in coun- 
seling among private providers in India was loss of income. 
Clients did not pay providers for counseling but only for 
products (90). The PI facilitators concluded that despite 
training, clear expectations, and supplies, the gap would 
not close as long as this root cause, related to the incentive 
performance factor, remained (see box, p. 15). 

Faced with several root causes, stakeholders need to iden- 
tify the ones that have the greatest effect on performance. 
The root causes are constraints or bottlenecks in the system 
or work process. Working on weaker constraints will not help 
if the most serious bottlenecks in the process remain (27). 

The process also coaxes stakeholders to see beyond expla- 
nations that they feel they can do nothing about. Staff mem- 
bers often blame lack of funding, bad management, or cor- 
ruption for problems when there are other causes that they 
can influence, such as unclear expectations or infrequent 
performance appraisals (63). An apparent lack of funding 
could instead be caused by misallocation, poor planning, 
or poor coordination, which could be corrected. PI facili- 
tators need to encourage positive thinking about causes 
that can be addressed. 
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Root Cause Analysis Techniques 
Stakeholders find root causes by discussing the information 
collected from records, site visits, interviews, and meetings, - and by using analysis techniques. Two techniques that have 
proved useful for reproductive health programs are the 
Why Tree technique and the cause-and-effect diagram. The 
two techniques encourage careful inquiry into causes and 
discourage jumping to conclusions. 

The Why Tree. Stakeholders identify chains of causes of a 
performance gap with the Why Tree technique, also known 
as the Why-Why-Why technique. When stakeholders can 
think of no more causes in one chain-no more answers to 
the question "Why?"-the PI facilitator asks if there are any 
other causes of the gap and begins another chain. Record- 
ed on paper, the performance gap appears at the top of the 
page with a root system of causes (see Figure 3). 

A project in Ghana to strengthen regional resource teams 
used the Why Tree technique to explore the lack of super- 
visory visits to a large proportion of providers. The stake- 
holders identified two main causes: the resource teams did 
not know how many supervision visits 
to make, and they had no transporta- 
tion. The first cause, lack of knowledge, 
had three roots: no job descript: )on, no 
support system, and no information 
during training about frequency of 
supervision. The second cause, lack of 
transportation, had one root: no train- 
ing in proposal writing to get funds for 
transportation. 

Each root of the Why Tree describes a 
cause of the performance gap, and the 
lowest item in the root indicates how to 
address the cause, in this case by draft- 
ing a job description, establishing a sup- 
port system for the Ghana teams, and 
training (87). The Why Tree technique 
helped stakeholders uncover dn unex- 
pected root cause-lack of training in 
proposal writing. Such training could 
help solve the transportation problem 
and other problems caused by lack of 
funding. If stakeholders end a chain of 
causes with health-sector or societal 
problems that they cannot control, then 
they address the next higher cause 
under their control (63). 

Cause-and-effect diagrams. Sorting the 
root causes according to the perform- 
ance factors suggests the type of solu- 
tions that would address the root caus- 
es. To help with the sorting, stakehold- 
ers can use a cause-and-effect diagram, 
also known as a fishbone diagram, or 
an lshikawa diagram after its inventor, 
Kaoru lshikawa (70, 108) (see Figure 4, 
p. 18). The spine of the fishbone dia- 
gram extends from the performance 
gap in a box on the right. The long 
bones extending from the spine stand 
for the performance factors. Causes are 
diagrammed on lines extending from 
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each performance factor, and further explanations extend 
from each cause (98). 

Since performance factors overlap, some causes may fit un- 
der more than one factor. In the Ghana example in Figure 4, 
"No supervisor" could be placed under expectations, feed- 
back, or organizational support. Also, the explanation for a 
cause under one factor can connect that cause to another 
factor. Thus the lack of transportation, a cause classified 
under workspace/equipmen~supplies, turned out to be 
related to knowledge/skills and expectations. 

Common Root Causes 
Root causes of problems in reproductive health programs 
that have used the PI process range across all the perform- 
ance factors. Providers variously lack knowledge and skills 
in counseling, logistics, integrated reproductive health 
services, estimating the cost of services, and infection pre- 
vention (20, 90, 91, 135, 136). They do not know what is 
expected of them because they have no written job de- 
scriptions, guidelines are out of date, or supervisors do not 
tell providers what they should do (46, 90, 91, 130, 135). 

Figure 3. Why-Tree Root Cause Analysis for 
Ghana Regional Resource Teams 

' ~uprrvisors 1 
were not 
making 

supervision 

( No funds 1 

Source: Performance Improvement Consultative Group, 2001 (1 24) Population Reporls 



Figure 4. Cause-and-Effecr, or Fishbone, Diagram of 
Supervision Performance Cap in C hana 

Did not know how Did not ask for funding 

No one's job to tell them 

Few 
Supervision 
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Clinics lack supplies to ofier services requested by their cli- solutions, they are less likely to feel that the solutions are 
ents, to practice infection prevention, or to distribute health imposed and less likely to resist changes (94). 
education materials (46, 90, 91, 114, 131, 135). Without stakeholders use project design criteria to rank the poten- 
vehicles Or l"cL 'upewimrr visit 'Iinics 30). In tial solutions. With the help of the PI facilitators, stake- 
some programs them Is nminen t iw~ys tem,  supervisors do holders answer the following questions: 
not support thek aaf, .and prwideq hare no power to make 
decisions or 'jhay,f#J helpl&s.p problems and Will the proposed solution actually fix the problem? Using 
wait for instruc,hnsim a h i ~ h  bk;)!38,46,91, 114, 130). best practices from the reproductive health literature can 

. .. . give stakeholders confidence that their proposed solutions 
Individually, these &uses are well known, but merging will be effective. can also adapt the experi- -s* , 

lrom lhe PI procesz l he~  indicale C 'ystemic ence of local programs that have solved similar problems, g ngure of performance problems. Th'k 
L . Experts in logistics, communication, or training, for exam- 
; minican Republic worked on ple, can participate and summarize lessons learned. 

tives, and knowledge and 
treat clients more consideratev (97). In ~t jam waining the - -  Will the proposed solution provide the best results for the 
regional resource teams woultl not be p k l h  bnbss ~ - . I ~ ~ ' ~ ~ s o u ~ c ~ s ?  A simple, subjective, and quick cost-and- 
expectations were reinforced through job descrl@ms an& -:bfa@flt.'ssessment can answer this question. Stakeholders 
supervision and transportation were [I&). .,, a~s@?.poinls on a scale of  1 to 10 to costs and benefits for 
ganizations usually need to address several to &ch pfoposed solution. Costs include political, social, cul- 
improve performance. t~rd:lylo@ifi&al, and technical factors as well as monetary 

, cq+,-The benefit score is a consensus estimate of how well 
.jh&$oposed solution will solve the problem or how much 

' 'sf the-6@blem it wil l  solve. This quick analysis avoids a 
. f i ~ c o n s u m i n g  cost-benefit analysis requiring special 
eifiqrtise 61 02). 

Having systematically defined the problems, 
stakeholders use the same care in selecting interventions. . Stakeholders can compare the ratios of  costs to benefits for a 

. i~a r id f$~ro~osed  solutions. In the IDSS program in the Do- They propose solutions, assess the solutions according t& >> 

effectiveness, feasibility, and other ranking- .criteria, min,i@Wkkepublic the cost-and-benefit ratios for proposed 
k ~ ~ l l 6 6 r r a n ~ e d  from 1.4 to 4.0 (see Figure 2, p. 7). then make the choices. Stakeholders can draw from a range . .. 

of approaches that address weaknesses in the Is  the proposed solution feasible? Can the solution fix the 
factors. problem in time and with the funding and staff available? If 

The PI facilitators encourage the staff members whose per- "Otl can time be allottedf funding Or 

formance is being analyzed to suggest solutions. The peo- more expert 'Iaff recruited? 

ple doing the work have the best knowledge of their job Concern about feasibility should not discourage stakehold- 
and generally contribute the most practical ideas. If staff ers from striving for goals that may at first seem impossible 
members themselves play an important role in developing to reach. In the IDSS project in the Dominican Republic, 
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for example, the PI facilitators thought that upgrading the 
status of reproductive health services from a special project 
to a department-with more status, a larger budget, and 
more space-was not possible. But it proved feasible 
because the IDSS was planning to restructure and because 
the improvements in reproductive health services as a 
result of the PI process motivated staff members at several 
levels to support the upgrade. Also, the PI facilitators pro- 
duced a widely disseminated brochure that informed IDSS 
staff about the reproductive health services and persuaded 
them of the importance of the services (63, 82, 101 ). 

I s  the proposed solution acceptable to clients, communi- 
ty, and the staff members who will carry out the solution? 
Do the stakeholders representing these groups think that 
their constituents will welcome the solution? Is  it cultural- 
ly acceptable? People often assess changes by looking at 
advantages, simplicity, compatibility with what they have 
been doing, how easily they can adapt to the changes, and 
the effect of changes on their personal life (29). Stake- 
holders need to reach a consensus to decrease the resist,-, 
ance that change often brings. They also can discuq k w  
to manage the change and anticipate the changes tkt 
might arouse the most resistance (see p. 25). 

Is the proposed solution sustainable? How much help does 
the organization need from consultants or the rn:i&tty-b'f 
health to carry out the solution? Will the solution b'&"c6n'!" 
tinued after a donor or cooperating agency leaves? Changes 

directly affected the performance of in the clinic 
(88). Thus solutions addressing the availability of contra- 
ceptives, access to family planning services in rural areas, 
and counseling skills had higher priority than solutions 
addressing management, planning, and financial sustain- 
ability. Less crucial but still important criteria can be 
ranked by consensus or by a vote (89). 

Stakeholders should consider upgrading low-ranked solu- 
tions that can be carried out quickly. If staff members can 
quickly improve health services themselves without wait- 
ing for the help of supervisors or ministries, the quick 
results demonstrate the value of the PI process, demon- 
strate that change is possible, and motivate staff members 
to improve their performance. Quick positive results also 
encourage staff members to attempt more difficult solutions 
(921, and they can persuade managers to provide the 
resources for more ambitious projects (1, 9, 41, 97, 161 ). 

Stakeholders can draw from the worldwide experience of 
programs and research to solve performance problems. The 
Performance Improvement literature, the reproductive 
health literature, and the medical literature suggest ways to 
address weaknesses in the six werformance factors. 

in organizational structure to accommodate the solution 
Carrying out the solutions to performance problems 

and involvement of high-level management increase the 
likelihood that the solutld@%I be, sustaiaqble (77). 

requires good project management skills. The staff mem- 
, I  J 4 . b  . -  .. , . , ,  . bers who carrv out the solutions-usuallv with heh from 

In general, a few w e l l - e x e c u ~ & l ~ s ~  &wesustain- facilitators-pian, schedule, budget, coordinate, and, keep 
n able than many solutions h a r r # ~ e r e d & y w i  &&ources. people informed. Managers oftb'parti9sipate M'Wripftrnh- 

The ranking criteria help the stakeh&rwb&tmihm:. *because they have project maHdk8meht skills and 
solutions that will do the most to improve performanc~. - :  . they are ultimately responsible for the outcome of the 
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carried out in Brazil, Egypt, Guatemala, Honduras, 
Malawi, and other countries (1 6,44, 69, 99, 126). 

Job descriptions. Written with care, job descrip- 
tions specify the contribution that the job makes to 
organizational goals, the main product or service 
produced by the job (for example, community- 
based family planning services), the accomplish- 
ments of the job (helping clients choose and use 
contraceptives), the tasks that the employee must 
carry out (visiting clients in their homes), and rates 
or quantities (clients will be visited at least once 
every month) (1 02). Such job descriptions also 
help managers hire or promote employees who 
can fulfill job expectations (80). 

Posters or brochures. Hanging posters where staff 
members work, or distributing brochures helps to 
remind staff members what is expected of them . 
(91). The IPPF wall chart listing clients' rights and 

B 

- w 

n 

providersf needs, for example, is displayed in the 
g offices of most IPPF affiliates (146). 

Prompts for providers. Sheets attached to client 
g files that list tests or procedures to perform have 

helped British and US doctors imp'rove compli- 
ance with guidelines. Also helpful has been giving 

Indian private health care providers participated in a project to counsel clients cards listing the services that they should 
more clients and improve family planning services. Using the PI process, 
stakeholders found lack of incentives for counseling to be a key problem. which they give providers as a prompt 

during their visit. Doctors comply better when the 
process. If necessary, managers or facilitators invite indi- 
viduals or organizations with expertise in the interventions, 
for example, in training, communication, or logistics, to 
help with implementation (129). lmplementers also plan 
the evaluation of the solutions and the organizational 
changes that wi l l  help to initiate and sustain the solutions. 

Clarifying Expectations 
A variety of approaches can help to clarify job expecta- 
tions-for example, distribution of guidelines with training, 
accreditation programs, clear job descriptions, posters, 
prompting providers before a client visit, messages from 
management, discussions with respected peers, communi- 
ty involvement, and mass media promotion. 

Guidelines with training. To clarify job expectations, 
organizations typically distribute guidelines and expect 
staff members to read and follow them. Distribution of 
guidelines alone is usually not enough, however. The mate- 
rials must be reinforced through training or performance 
appraisal (24, 52, 59, 91, 11 8, 149). 

One of the few programs that has measured the effective- 
ness and cost of dissemination of guidelines and training 
was carried out in 1999 by the Kenya Ministry of Health. 
Two thousand providers received revised guidelines and 
training in 1999-274 were trained directly, and about 1,700 
were subsequently trained at their clinics by the 274 trainees. 
Materials to help providers train their coworkers increased 
scores slightly on 38 indicators at a cost of about US$12 
per provider. Adding supervision for 54 providers to rein- 
force their training increased scores by a factor of nine over 
training alone at a cost of about US$377 per provider (149). 

Accreditation. An accreditation program clarifies expecta- 
tions by specifying the changes that clinics need to make to 
satisfy accreditation standards. Such programs are being 

prompts list instructions specific to a patient rather than 
general instructions (24, 31, 52, 53). 

Messages from top management. In the Dominican 
Republic a letter from the central office of the IDSS 
informed the staff of health centers that they were expect- 
ed to offer five reproductive health services: family plan- 
ning, maternal and child health care, prevention and treat- 
ment of HIV/AIDS and other sexually transmitted infec- 
tions, breastfeeding promotion, and detection of breast and 
uterine/cervical cancer and referral for treatment. The letter 
helped reduce a gap in providers' knowledge of reprocluc- 
tive health services (63, 91 ). 

Discussions with respected peers. When they discuss 
proper care in small groups or with individual providers, 
respected peers can be persuasive (6, 24). Personal visits 
from peers, known as educational detailing or academic 
detailing, have helped to improve US physicians' prescribing 
practices (1 1 7). 

Community involvement. A close relationship between 
health care providers and communities can lead to honest 
dialogue and better understanding of each other's expecta- 
tions and needs (8, 28, 34, 57, 99, 169). For example, in 
the "Building Bridges for Quality" project in Peru, begun in 
1998 and carried out by the Peru Ministry of Health, pro- 
viders and community groups produced videos portraying 
their ideal of health care and their impression of the care 
that i s  actually provided. Providers toured the communities 
they serve, community members toured the health center, 
and together they made plans to improve health services so 
that providers meet clients' expectations and clients meet 
providers' expectations (8, 57). The communities now feel 
that providers are more attentive to and respectful of 
clients, and providers say that community members know 
more about the health services and ask to be educated 
about health care (7). 
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Mass media. Skilled and attentive providers have been por- 
trayed in the mass media to show providers the level of 
care that they are expected to offer and to show clients the 
care that they can expect to receive. This approach has 
been used in several countries, for example, Brazil, Egypt, 
Ghana, Indonesia, and Nepal (19, 67, 68, 126). 

m 
Feedback 

A number of studies and programs have tested ways to 
provide people with information about their job perform- 
ance. To encourage more frequent performance appraisal, 
organizations have worked with supervisors to present 
quantitative feedback, encouraged comments from clients, 
or encouraged providers to assess themselves and their 
coworkers. 

Quantitative feedback. Organizations have trained super- 
visors to evaluate staff members with checklists and to pro- 
vide detailed and quantitative appraisals (1 5 ,  22). For 
example, a program in Burkina Faso, carried out in 1994 by 
the Programme Elargi de Vaccination (Expanded Program 
on Immunization) and the Ministry of Health, used quanti- 
tative feedback to promote vaccinations against measles. 
Six months after a workshop to train health workers in com- 
munication skills, supervisors visited clinics and observed 
the health workers, pointed out weaknesses, and helped 
with solutions. Supervisors prepared bar charts on trans- 
parencies that, when laid on top of each other, allowed a 
health worker to compare her current performance with her 
previous performance and the averages for coworkers and 
a control group. The health workers appreciated the quan- 
titative feedback and they were motivated to improve skills 
that had declined since their training, such as providing 

p- information to mothers about caring for children with - 
measles, arranging return visils for vaccinations, 
and responding to questions (1 5). 

Observation, presentation, and discussion. A 
program in Niger introduced Integrated Man- 
agement of Childhood Illness (IMCI) in 1997 
and 1998 by training providers and then ob- 
serving and discussing their performance with 
them. Observers presented their appraisals to 
providers in a workshop. Providers then dis- 
cussed the appraisals in small groups with the 
help of a facilitator. After being appraised, pro- 
viders were better at some of the tasks, such as 
recognizing symptoms of severe illness and 
malnutrition and finding out about vaccination 
history, but the improvements were not sus- 
tained after eight months. Also, counseling skills 
declined despite the feedback. The cost of the 
appraisal system was US$108 per provider. Add- 
ing an average of 11 days of training had a larg- 
er and more comprehensive impact o~ skills, but 
cost a total of about US$430 per provider (72). 

Comments from clients. In the Dominican Re- 
public the IDSS set up suggestion boxes and 
offered comment cards asking clients to rate 
their care on iriendliness, privacy and confiden- 
tiality, communication, and problem-solving 
(see Figure 5). Each week the responses were 
collected, and the directors of the health centers 
discussed them in staff meetings or with any 
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providers whom clients mentioned by name. Stakeholders 
said that the comments influenced providers to take better 
care of clients and, as a result, clients were more satisfied 
with services, and providers were happier in their work 
(91). The system was not sustained, however, because of 
administrative problems (1 19). 

In Peru, Max Salud, a private, nonprofit health care organ- 
ization, set up a system in 1998 and 1999 with six ways of 
collecting comments from clients: 10-minute exit inter- 
views in the waiting room or just outside the clinic; follow- 
up visits to clients at home; focus-group discussions that 
were tape recorded with clients' permission; household 
interviews of people who had stopped using services; sug- 
gestion boxes; and community meetings. Among the les- 
sons learned were that clients were overly polite during exit 
interviews but more willing to be critical when they were 
interviewed at home. Also, comments from clients should 
be distributed to ~roviders as soon as ~ossible so that thev 
can respond cpiikly, and comments ihould be collected 
frequently because clients'expectations change. The study 
found that suggestion boxes were the least costly method of 
collecting clients' comments (145). 

Self-assessment. A study in Indonesia conducted by the 
State Ministry of Population/National Family Planning 
Coordinating Board (BKKBN) evaluated the effect of self- 
assessment and peer review on counseling skills following 
a training workshop. Providers used self-assessment forms 
to evaluate their counseling skills daily for 16 weeks. They 
also assessed the clients' behavior and their influence on 
clients. Also some providers met weekly in groups of three 
or four to discuss their performance. 

The assessments helped the providers remember what they 
learned in the workshop, clarify performance standards, 
and recognize and work on weaknesses. Four months after 

Figure 5. Clients' Feedback Card Evaluating 
Reproductive Health Services at Dominican 
Social Security Clinics 

Let us know! 
We are making every e f f o r t  t o  o f f e r  you t h e  highest quality health 
services. Help us t o  provide bet ter  care f o r  you by telling us how you 
liked your visit today t o  this health center. Please fill out this card 
and put it in t he  box. 

Yes More or Less No 

Did the  health care provider ask 
you t he  reason for  your visit? @ 
bid t he  health care provider 
speak about your concerns in a @ 
discreet manner? 

bid t he  health care provider give 
you information t ha t  responded @ 
t o  your questions or needs? 

bid t he  health care provider 
help you t o  make a decision t o  

Q 
resolve a problem? 

0 

I f  you would like to  tel l  us more, wri te here 

Source: PRIME Project Population Reports 
Translated from Spanish. 



In Nepal health workers listen to a distance education series broadcast on radio. The 
main approaches to improving knowledge and skills are in-service training and pre- 
service education. Job aids such as checklists or flowcharts also can offer guidance. 

the training, providers who had training reinforced with 
self-assessment had better counseling skills than a control 
group. For example, they gave more information and built 
better rapport with clients, and their clients talked more 
and were more satisfied with the counseling. Discussion with 
peers further enhanced counseling skills but did not increase 
clients' satisfaction (74). 

Adequate Workspace, 
Equipment, and Supplies 

Common environmental problems in reproductive health 
programs are lack of private space for counseling, stock- 
outs of contraceptives, and lack of equipment or supplies 
for disinfecting instruments. To solve these problems or- 
ganizations: 

Improve their logistics system and provide training (35) 
(see Population Reports, Family Planning Logistics: 
Strengthening the Supply Chain, Series j, No. 51, Winter 
2002). 
Work with local government and communities to im- 
prove the workspace and provide supplies. Munici- 
palities in Brazil funded improvements in clinics that 
participated in the PROQUALI accreditation program 
carried out by the Secretariats of Health in Bahia and 
Ceara states. The funding paid for repairs and remodel- 
ing, a computer, a car, and an autoclave. One city dug 
a well to provide the water needed to carry out infection 
prevention procedures (69). 
Ask for help from donors to buy equipment and set up a 
sustainable supply system or encourage public-private 
partnerships to supply contraceptives (46). The IDSS, for 
example, received help from the USAID-funded Family 
Planning Logistics Management program, which con- 
ducted two-day logistics management workshops and 
negotiated donations of contraceptives from USAlD and 
the National Council for Population and the Family 
(CONAPOFA) in the Dominican Republic. The IDSS then 
began to buy contraceptives from UNFPA (91, 134). 

1 

Incentives 
People work in health care programs 
for a variety of reasons. Some like to 
care for people and value clients' ap- 
preciation, or they value the social sta- 
tus accorded health care providers and 
the respect of clients and communities 
(3, 23, 38, 92, 148). The equipment 
and training that come with a job and 
the opportunity to attend meetings are 
also attractions (10, 23, 111, 169). 
Some providers value their work 
enough that they stay on the job even 
when their pay is delayed (1 3). Of 
course, many providers work only 
because they need an income (5). 

To encourage better performance, or- 
ganizations have tried incentives such 
as more money, recognition for good 
work, and the opportunity to provide 
better care. 

Monetary incentives. A base salary at- 
tracts people to jobs and keeps them 

coming to work, but it does not necessarily motivate them 
to perform well (47). Monetary incentives include increas- 
es in pay; allowances for clothing, housing, or training; 
time off with pay or extra vacation; free meals, or gifts, such 
as appliances or bicycles (9, 155). A community-based dis- 
tribution program in Tanzania pays agents with income- 
generating equipment such as boats, tractors, or sewing 
machines (62). 

Linking pay to performance can be controversial, however. 
In Zimbabwe, for example, civil servants went on strike in 
1996 when the government proposed to tie salary increas- 
es, an annual bonus, and promotions to job performance. 
Health workers thought that it was unfair to set high per- 
formance objectives in the face of shortages of staff and 
resources. Already poorly paid, the health workers chal- 
lenged any threat to their small salaries. The experience in 
Zimbabwe raised several other potential problems with 
such an incentive scheme: Linking pay to job performance 
can inspire mistrust or abuse of the appraisal process, some 
supervisors are reluctant to give poor reports, and supervi- 
sors may not know how to appraise employees or may be 
too busy (1 10). 

Reproductive health organizations supported by USAlD are 
not permitted to reward employees for meeting quotas or 
targets for the number of family planning acceptors (1 56, 
158). They can reward them, however, for excelling in 
other ways that help organizations meet their goals. 

Recognition. Organizations can recognize outstanding 
work by posting staff members' pictures (1 63), by selecting 
an employee of the month (9), or by mentioning staff in a 
newsletter. They can also announce promotions and report 
them to the local news media, and they can declare special 
days for groups of employees, such as nurse-midwives'day. 

Recognition through positive feedback encourages em- 
ployees by showing them how they are improving. For exam- 
ple, the self-assessment and peer review in the Indonesian 
counseling study motivated providers by allowing them to 
track their own improvement and recognize and work on 
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their weaknesses (74). In the PROQUALI clinic accredita- 
tion project in Brazil, providers were motivated to improve 
performance by the feedback they received from state and 
city officials, supervisors, coworkers, and clients (69). 

Accreditation programs, by recognizing good performance, 
have motivated staff members to work hard to meet stan- 
dards. For example, a program in western Guatemala is im- 
proving maternal and neonatal health care by accrediting 
hospitals, health centers and health posts. In baseline sur- 
veys conducted between March and August 2001, seven 
hospitals met an average of 11% of accreditation criteria, 
and in a follow-up survey in December 2001 compliance 
had increased to 40% (1 13). 

Providing better care. Giving staff members the opportuni- 
ty to improve care i s  an incentive in itself. In the "Building 
Bridges for Quality" project in Peru, for example, MOH 
staff said that they had never considered improving rela- 
tions between clients and providers to be part of their job. 
In their new role they learned facilitation skills such as ask- 
ing open-ended questions, encouraging participation, and 
making summarizing statements. They felt that they were 
doing more to improve services and not just checking on 
providers, receiving reports, and arranging training (57). 

When supervisors ask employees what motivates them, 
they avoid guesswork. In the IDS5 project, for example, the 
PI facilitators conducted focus-group discussions with 
providers and interviews with hospital directors to explore 
incentives aside from salary increases that would motivate 
considerate treatment of clients. Asked what types of incen- 
tives they would like, employees listed rewards such as 
clean and well-ventilated offices, extra days off, travel for 
training, more sharing of information with staff, public 
recognition, and insurance for risks on the job. Providers 
who worked alone in clinics wanted the chance to work in 
teams (157). Offering a variety of incentives allows em- 
ployees to choose the ones they like the best (12, 169). 

Organizational Support 
To strengthen organizational support for the performance of 
their employees, managers should attend to the other per- 
formance factors, such as expectations, equipment, and in- 
centives. They can also: 

Clarify and communicate the organizational mission, 
develop a work strategy to fulfill the mission, and ensure 
that the organizational structure-the lines of  author- 
ity and allocation of resources-supports the strategy 
(1 3, 95, 142). 
Involve office staff in efforts to increase adherence to 
guidelines. Patients of US doctors received better servic- 
es when, for example, office staff provided information 
and supportive comments as part of a smoking cessation 
campaign (24). 
Set up a supportive supervision system that encourages 
suggestions and problem-solving by staff members at all 
levels of the organization (11, 22). For example, 
ASHONPLAFA, a private family planning organization 
in Honduras, strengthened its supervision system in 
1999 and 2000 by combining more support by supervi- 
sors-standard setting, planning meetings, feedback and 
evaluation, field visits, and recognition for good per- 
formance-with encouragement for employees to mon- 
itor themselves (26). 

Knowledge and Skills 
Strengthening preservice education or conducting in-serv- 
ice training are the main approaches to improving knowledge 
and skills. Job aids such as checklists or flowcharts also 
help by providing information or guidance as people work, 
but training to use job aids i s  usually necessary (30, 76). 

Training in reproductive health care emphasizes transfer of 
learning to the workplace and the demonstration of compe- 
tency by trainees (65, 132, 152). Transfer of learning is diffi- 
cult. In general, participants in training programs use only 
10-20% of what they learn on the job because the training 
was poorly designed or because they receive no support for 
changing the way they work (150). Trainers, subject matter 
experts, and PI practitioners are working together to improve 
the effectiveness of education in reproductive health care. 

Strengthening preservice education can have a larger and 
more lasting effect than in-service training. Preservice edu- 
cation influences more people, and the knowledge and skills 
learned in professional schools determine the practices of 
many students throughout their careers. Lessons learned 
from programs to strengthen preservice education in the 
Philippines and Turkey, for example, include the importance 
of recruiting a strong advocate for change in the schools and 
forging a close relationship between the professional schools 
and the clinical practice sites (1 71 ). 

In-service training refreshes knowledge and skills or intro- 
duces new information and techniques. In-service training is 
carried out either on-the-job or away from the workplace. 
On-the-job training can be informal or structured (61, 150). 
Among the advantages of structured on-the-job training 
reported by a PAC program in Kenya, for example, were that 
the training met each clinic's specific needs, providers who 
could best use the training were selected, and there was lit- 
tle disruption of clinic services (1 68). 

Training design includes format, methods, and materials. 
Training can take place through individual learning, self- 
assessment, paired learning, peer review, or group learning 
(74, 105, 150). Among training methods are coaching, men- 
toring, analyzing case studies, and role-playing (109, 150, 
166). Micro-skills training-in which a skill is broken down 
into its elements and trainees receive lessons on each of the 
elements-has improved providers' counseling (1 70). Com- 
binations of approaches often give the best results (25). 

Print manuals are being supplemented by CD-ROM, instruc- 
tion via the World Wide Web, and coaching by e-mail. For 
example, PROCOSI, a network of Bolivian health care 
NGOs, uses CD-ROM and e-mail to train staff members in 
leadership and management (1 67). 

Transfer of learning to the workplace requires cooperation 
among supervisors, trainers, trainees, and coworkers. Each 
has a role to play before, during, and after training. For 
example, before training, supervisors help select trainees, 
work with trainers on training objectives, inform trainees 
about the performance expectations once they are trained, 
and assign trainees' work among coworkers. After the train- 
ing supervisors and trainers should visit trainees on the job to 
monitor, support, and coach them as they use their new 
knowledge and skills (1 32). The goal i s  a closer link between 
training and performance (21, 152). 
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Staff members or consultants monitor the solutions to en- 
sure that they are carried out as planned, and they evaluate 
the solutions to assess results. Monitoring allows staff mem- 
bers to respond to unexpected problems or take advantage 
of unexpected opportunities. Among the monitoring tasks 
are checking that all stakeholders are involved, that top 
management is publicly supportive, and that the staff mem- 
bers whose performance is being analyzed are participat- 
ing and accepting the solutions. 

The program monitors notify other team members of prob- 
lems or changes in schedule that affect other deadlines (1 02). 
If results fall short, midcourse adjustments can be made. In 
a training-of-trainers program, for example, monitors can 
observe classes taught by trainers, take note of any weak- 
nesses, and suggest changes to the curriculum (1 26). 

To evaluate solutions, staff members or consultants meas- 
ure actual performance after the solutions take effect and 
compare it with the desired performance agreed to by stake- 
holders. The evaluators use the same performance indica- 
tors that were used to measure the initial performance gap. 
Data come from observations, interviews or surveys of staff 
and clients, self-assessment questionnaires, or clinic records. 

Few reproductive health care organizations have evaluated 
their use of the PI process. Only the pilot project carried 
out by the Dominican Social Security Institute (IDSS) has 
documented its evaluation. For the IDSS, consultants meas- 
ured actual performance in three provinces, San Crist6ba1, 
La Romana, and La Vega. They carried out a baseline survey 
in MarchIApril 1999 and follow-up surveys in August 1999, 
six weeks after the solutions were carried out, and in 
July/August 2000. Three questions were addressed: 

Did the project close performance gaps? The evalua- 
tion team analyzed performance over time in one prov- 
ince, San Crist6ba1, where the IDSS carried out a full set 
of solutions addressing expectations, performance 
appraisal, and knowledge and skills. 
Did provinces differ? The evaluation team compared 
results in San Cristobal with those in La Romana, where 
providers worked on expectations and feedback but 
were not specially trained, and in La Vega, the control 
province where no solutions were carried out. 
Did facilities differ? The evaluation team compared per- 
formance gaps for staff members in the three types of 
health care facilities that participated in the project- 
hospitals, clinics, and doctors' offices. 

Did the Project Close Performance Gaps? 
The IDSS evaluation measured performance gaps in con- 
siderate treatment of clients and providers' knowledge of 
reproductive health services offered by the IDSS. 

Considerate treatment of clients. The evaluation had two 
parts: clients were interviewed after they used reproductive 
health services, and observers watched providers as they 

cared for clients. Interviewers and observers filled out a 
questionnaire that measured indicators of considerate treat- 
ment of clients. The questionnaires assessed the four areas 
of counseling: courtesy (Did the provider greet you and call 
you by your name?); privacy (Did the provider ensure that 
the consultation would be as comfortable and private as 
possible?); information (Did the provider give information 
that answered your questions or needs?); and problem- 
solving (Did the provider help you to reach a decision that 
resolved a problem?). The maximum score for desired per- 
formance based on the questionnaire was 12. 

In San Crist6bal the performance gap closed significantly 
according to both clients and observers. According to clients, 
the gap decreased from 5.2 at baseline to 4.7 (10% differ- 
ence from baseline) at the first evaluation survey and to 3.9 
(25% difference) at the second survey. According to 
observers, the performance gap decreased from 7.9 to 4.3 , 
(46%) at the first survey and then increased to 5.6 (29%) at 
the second survey (1 20). 

Knowledge of reproductive health services. PI facilitators 
interviewed approximately 80 providers to assess their 
knowledge of the full range of reproductive health services 
offered by the IDSS. Facilitators asked providers three ques- 
tions and graded them on the number of services they men- 
tioned in their answers: (1) For you what is meant by repro- 
ductive health services? (2) What are the reproductive 
health services offered at this facility? and (3) For which 
reproductive health services can you refer clients? In San 
Crist6bal the performance gap decreased by 32% at the 
first follow-up survey but then increased by 4% at the sec- 
ond survey compared with the gap at the baseline survey, 
probably because of staff turnover (1 20). 

Did Provinces Differ? 
The differences between San Cristobal and La Romana in- 
dicate the relative strengths of the solutions to the perform- 
ance problems. In La Romana the performance gaps for 
considerate treatment of clients either increased or did not 
change significantly, and the gap in providers' knowledge 
of reproductive health services increased at the first follow- 
up survey. Compared with the decrease in performance 
gaps in San Crist6balt the results in La Romana indicate that 
providers lacked knowledge and skills-not only clear 
expectations and feedback-and needed training and fol- 
low-up, which were not offered in La Romana (37, 101). 
Also, managers may not have communicated the new 
expectations clearly and forcefully enough to decrease per- 
formance gaps in La Romana (37). 

Higher expectations of clients may also explain the in- 
crease in the performance gap in treatment of clients at the 
first follow-up survey. Responding to the posters describing 
the quality of reproductive health services, clients may 
have expected better quality of care than providers in La 
Romana could deliver (63). 

The results from La Vega, the control province, indicate the 
overall effectiveness of the pilot project. The small changes 
in the performance gaps in La Vega show that the improved 
performance in San Cristobal was the result of the pilot 
project rather than a general improvement in performance 
in all provinces. 
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Did Facilities Differ? 
The facilities differed significantly in their response to the 
pilot project. The doctors' offices improved performance 
most. For example, the performance gap for considerate 
treatment of clients, as rated by clients, decreased signifi- 
cantly in doctors' offices between baseline and the first eval- 
uation survey from 5.8 to 5.1 (1 2%) on the 12-point scale. 
At hospitals and clinics, in contrast, the gap increased (120). 

Bureaucracy and staff turnover may explain the differences 
between the facilities. Procedures at hospitals and other 
large institutions are difficult to change, particularly as a 
result of short-term projects. The organizational changes 
required to improve performance take more time in a large 
institution than in an office (37). Also, staff turnover at hos- 
pitals probably prevented improved performance because 
new staff would not have participated in the project (1 20). 

improving performance requires people and organizations 
to learn and change. For example, providers learn new pro- 
cedures for sterilizing equipment or change attitudes 
toward clients. In a decentralizing organization employees 
learn to handle more authority and to make decisions that 
their managers previously made for them. Carrying out the 
PI process itself involves managing change. 

Change is  stressful. It provokes fear, anxiety, and resentment 
in many people. Without a compelling reason to change, 
people resist change because they fear that they will have to 
adopt unfamiliar routines (148), be forced to do more work 
without more pay, or lose their jobs because they wi l l  be 
judged by a higher standard that they cannot meet (22). 
Some people are unwilling to take on more responsibility 
(119, 148). Others dislike change imposed by outsiders 
(29), or they dislike their working conditions and resist 
change in protest (4, 22,  11 2, 144, 147). 

Leaders of an organization using the PI process need to take 
into account and plan for the varying responses of staff 
members to change. Most people change slowly and in 
stages. One theory of behavior change identifies a tive-step 
process: precontemplation, contemplation, preparation, ac- 
tion, and maintenance (1 60). People vary in their response 
to change, falling into groups of  innovators, early adopters, 
early majority, late majority, and late adopters. The rate of 

adoption depends on the perceived advantages of the 
change, how difficult it is to adopt, and the skill with wh~ch  
it is introduced, among other factors (77, 138). 

1 

Creative Leadership Needed 
Starting and sustaining institutional change requires strong 
and creative leaders. They need to inspire and persuade 
employees to complete a sometimes difficult and lengthy 
process. Leaders committed to change can emerge at any 
level of an organization, not only from top management. To 
start the change process, leaders: 

Articulate and communicate an urgent reason to change. 
Urgency usually comes from a change outside the or- 
ganization, such as a funding cut or a change in clien- 
tele (104). In the Dominican Republic, for example, as 
more women took jobs in the early 1990s, the Social 
Security Institute (IDSS) began serving more women 
than men, and the women were dissatisfied with the 
reproductive health services offered by the institute (91). 
include a broad spectrum of employees in planning the 
changes. In the PI process, involving all stakeholders 
creates a nucleus of people who support the changes 
and reduces the likelihood of resistance to change. Ex- 
perience in US industry suggests that organizations can 
change when at least one-quarter of employees are com- 
mitted to change (77). 
Create a vision of the organization. Leaders communi- 
cate a vision for the organization and link the changes to 
the vision so that employees see the reason for change. 

Communicating the vision demands persistence and cre- 
ativity. Leaders set examples of the new ways of working. 
They must emphasize the vision repeatedly in many forms 
-presentations, informal discussions, letters, memos, and 
newsletters-to make it the guiding principle for employ- 
ees (77). Changes become permanent when employees 
change the way they think about and do their work (77, 84). 

Performance Improvement pronlises to do for reproductive 
health organizations and programs in developing countries 
what it has done for corporations around the world: 
improve services with well-designed solutions to perform- 
ance problems. The PI process helps organizations inspire, 
guide, equip, and enable employees to fulfill the mission of 
their organization and perform at their highest level. The 
result can be more productive employees, more effective 
reproductive health programs, and more sat~sfied clients. 

An asterisk (*) denotes an item that was 
particularly useful in the preparation 
of this issue of Population Reports. 
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- C-10 Voluntary Female Sterilization: Number One and Growing 
119911 (F) 

STERILIZATION, MALE-Series D 

- D-5 Vasectomy: New Opportunities 119921 (F,S) 
- D-5 Guide: Quick Guide to Vasectomy Counseling (1 9921 (F,S) 
BARRIER METHODS-Series H 

- H-8 Condoms-Now More Than Ever i19911 (F,S) 
- H-9 Closing the Condom Gap (1 9991 (F,P,SI 
FAMILY PLANNING PROGRAMS-Series J 
- 1-39 Paying for Family Planning (1 991 1 (F,S) 
- 1-40 Making Programs Work [ I  9941 IF,S) 
- 1-41 Meeting the Needs of Young Adults 119951 (F,P,S) 
- 1-41 Supplement: Female Genital Mutilation: A Reproductive 

Health Concern (1 995) (F) 
- J-42 Helping the News Media Cover Family Planning (1995l (F,SI 

1 - 1-43 Meeting Unmet Need: New Strategies 119961 (F,S) / - 1-44 ~ a m i l ~  Planning Methods: New Guidance 11 9961 (F,S) 
I -1-45 People Who Move: New Reproductive Health Focus 11 9971 (F,S) 
1 1-46 Reproductive Health: New Perspectives on Men's Participation 
- [ I  9981 IF,4 I 

I 

- 1-47 Family Planning Programs: Improving Quality [ I  9981 IF,P,SI 
- J-48 GATHER Guide to Counseling 11 9981 (F,P,S) 
- 1-49 Why Family Planning Matters 119991 (F,S) 
- 1-50 Informed Choice in Family Planning: Helping People Decide 12001 1 (F,P,SI 
- J-51 Family Planning Logistics: Strengthening the Supply Chain (20021 
- 1-52 Performance Improvement (20021 

INJECTABLES AND IMPLANTS-Series K 
- K-4 Decisions for Norplant Programs 119921 (F,S) 
- K-4 Guide: Guide to Norplant Counseling 11992) (F,S) 
- K-4 Fact sheel: Norplant at a Glance [I9921 (F,SJ 
- K-5 New Era for lnjectables [I9951 (F,P,S) 
- K-5 Facl sheet: DMPA at a Glance (1 9951 (F,P,S) 

ISSUES I N  WORLD HEALTH-Series L 
- L-10 Care for Postabortion Complications: Saving Women's Lives (19971 (F,P,S) 
- L-10 Wall chart: Family Planning After Postabortion Treatment I1 9971 (F,P,S) 
- L-l 1 Ending Violence Against Women (1 9991 (F,P,S) 
- L-12 Youth and HIVJAIDS: Can We Avoid Catastrophe? 12001 IF,S) 

SPECIAL TOPICS-Series M 
- M-10 W a l l  chart: Environment and Population 11 9921 (F,S) 
- M-12 Opporlunities for Women Through Reproductive Choice (19941 (F,P,SI 
- M-13 Winning the Food Rdce [I9971 (F,S) 
- M-14 Solutions for a Water-Short World [I 9981 (F,SI 
-M-15 Population and the Env~ronment: The Global Challenge 120001 IF,SI 

The Essentials of 
Contrace~live 
~ e c h n o l d ~ ~  
Handbook (F,S) 

cl 
The Essentials of 
Contraceptive 
Technology 
Wall Chart (F,SI 

POPLl NE Digital Services 
Please se: id details on the following products/services: 

I POPLINE: the world's largest bibliographic Special topic CD-ROMs: 
I database on population, family planning, and related HIM C D - R O M  
I health issues, is  available in CD-ROM (free of charge I 

(Helping Involve Men) 
! to developing countries) and on the Internet, at no Population and Environment CD-ROM 

charge, at http://www.popline.org 
Searches: POPLINE searches can be requested I Document Delivery: PDS will send full-tea from PDS by sending an e-mail to: popline@jhuccp.org 

copies of POPLINE documents by mail or by e-mail. or bv mail or fax to address above. 




